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ATARAX 


(brand of hydroxyzine) 


Special Advantages 


Parenteral form effective in 
minutes; pre-eminently safe. 


World-wide record of effectiveness —over 200 laboratory and 
clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious adverse 
clinical reaction ever documented. 

Chemically distinct among tranquilizers—not a phenothiazine 
or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly anti- 
arrhythmic; does not stimulate gastric secretion. 


Supportive Evidence 


“,. the injectable form of [Atarax] deserves to be 
used extensively in hospital practice on account of its 
efficacy and... harmlessness.’” 


Well tolerated by debilitated 
patients; does not impair 
mental acuity. 


“... Seems to be the agent of choice in patients suffer- 
ing from removal disorientation, confusion, conversion 
hysteria and other psychoneurotic conditions occurring 
in old age.” 


Palatable syrup and 10 mg. 
tablet for easy dosage ad- 
justment. 


“Atarax also may be employed advantageously to reduce 
anxiety in children who become distressed when faced 
with unpleasant, fear-provoking situations such as diag- 
nostic tests in the hospital, painful treatments, dental 
work, and minor surgery.”” 


Dosage: Adults, for tension and anxiety, one 25 mg. tablet, or 
one tbsp. syrup q.i.d. For severe emotional disturbances and 
sedation, one 100 mg. tablet b.i.d. For psychiatric and emo- 
tional emergencies, 25-50 mg. (1-2 cc.) 1.M., 3-4 times daily 
q. 4h. Children, for behavior disorders, 3-6 years, one 10 mg. 
tablet or one tsp. syrup t.i.d.; over 6 years, two 10 mg. tablets 
or two tsp. syrup, 10 mg. per tsp., t.i.d. Parenteral dosage for 
children under 12 not established. 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solution, 25 mg. per cc. 
in 10 cc. multiple-dose vials; 50 mg. per cc. in 2 cc. ampules. 
Prescription only. 


References: 1. Triboulet, F., et al.: Semaine hdp. Paris 33: No. 
20 (May 30) 1957. 2. Smigel, J. 0., et al.: J. Am. Geriatrics Soc. 
7:61 (Jan.) 1959. 3. Ayd, F. J., Jr: M. Arts & Sc. 11:54 (2nd 
Quarter) 1957. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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Here is today’s 


MOST RIGID 


Here is truly an engineering achievement . . . Rails are 
designed as a unit and when installed on bed, form a trust 
construction which gives rigidity found on no other rail. 


These new Bed Rails can be easily installed on today’s hos- 
pital beds without alteration or drilling of bed frame. When 
in storage, the Bed Rails are completely out of the way 
(rails are below level of mattress and still allows access 
under bed) yet ready to be pulled up and into position for 
— use. Rails automatically lock securely for added 
safety. 


This all new 34 length rail has been proven in hospitals 
throughout the country to be today’s most modern and safe 
Bed Rail. Many hospitals and insurance companies prefer 
the %4 length rail over the full length rail. The .34 length 
tail gives adequate protection but still allows the persistent 
Patient to get out of bed with much less danger than crawl- 
ing over a high full length rail which has caused many, 
many unnecessary injuries. With the use of these rails on 
your beds, you will be giving additional safety to all of 
your patients. 


You are invited to try a set of our new Bed Rails at no cost or 
obligation. 


Detail photos below show type and parts of mounting and cast- 
"Wg used in Hausted Bed Rails to achieve rigidity. 


4% LENGTH BED RAIL 


Rails can be installed so they fold towards 
either the foot or the head of the bed. 


Unusual rigidity is achieved by the use of 
exclusive bracket mountings and cross 
extension bars with adjusting turnbuckle. 
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Lehn & Fink | 


PROFESSIONAL DIVISION 


ECENTLY we've been flattered by the increasing num- 
ber of requests for reprints of the earlier issues of 
STAPH NEWSLETTER. As noted above, this is the 

fourth of a continuing series. If you missed any of the 
earlier ones, or simply don’t want to mutilate your journals 
by clipping them, we will be glad to send you copies. Just 
let us know which of the series you want or, if you like, 
write for the complete set. 


Have you sent for your supply of our new instruction 
card on how-to-use Amphyl for disinfection of blankets, 
linens, and diapers? This is a handy 3” x 9” card planned 
or your use in teaching or discussion, and for posting on 
bulletin boards. As on the first six cards covering disinfec- 
tion with Amphyl in other areas of the hospital, lively 
cartoon sketches make the short suggestions for use more 
interesting. Let us know how many cards you need and 
we will mail them right out to you. Please send requests 
to our new Toledo address shown below. 


Although staph is still the insidious “star” of hospital 
infection, more and more reports of troubles from other 
pathogenic organisms are appearing, particularly Pseudo- 
monas aeruginosa. For instance, the PHS-HEW Morbidity 
and Mortality Weekly Report cites an outbreak in a hos- 
pital nursery for premature infants. 

“Six of 14 infants became ill during a 2-week period. One 
of the 6 developed meningitis and died; 1 baby had loose 
stools, 3 had eye infections and 1 a skin lesion. Laboratory 
reports on stools, eye discharges, and spinal fluid from the 
child who died were positive for Pseudomonas aeruginosa. 
Another episode occurred in the same nursery several 
weeks later when the only 2 infants on the ward at the time 
became ill. These babies had loose stools which were 
positive for Ps. aeruginosa. All infants who became ill had 
used a nebulizer, the others had not. Cultures from various 
apparatus in the isolettes were also positive for Ps. aeru- 
ginosa.” 

A significant report on 23 cases of pseudomonas septi- 
certia in leukemia patients at the Clinical Center of the 
National Institute of Health is made by Dr. Claude E. 
Forkner, Jr. and his co-workers in the American Journal 
of Medicine (December, 1958, page 877). Twenty-two of 
the 23 were fatal. Median duration of life following the 
first positive blood culture was 4.0 days. Pseudomonas 
septicemia frequently occurred as a superinfection. Sev- 
enty-seven per cent occurred despite broad-spectrum anti- 
microbial therapy, whereas only 33 per cent of staph 
septicemias occurred under these same conditions. 

Lehn & Fink synthetic phenolic disinfectants—Amphyl]®, 
O-syl®, and Lysol® disinfectants, and Tergisyl® detergent- 
disinfectant are all highly efficient against Pseudomonas 
aeruginosa in the environment. Routine decontamination 
of floors, surfaces, blankets, and linens can be one of the 
most economic, effective, and simple control measures 
against superinfection. Here’s why — it reduces the number 
of organisms available for spread by any route —contact, 
nasal, or airborne—in turn, reducing excess hospital days 
and thus reducing hospital operating costs. 


“Staphylococcal pneumonia has become an increasing 
problem in children, particularly in infants under six 


FOURTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTION 


months of age, in whom the largest number of cases occur, 
and in whom mortality rate is over 50 per cent. Thirteen 
deaths were recorded in the age group under 15, and ql 
but one of these occurred before the age of six months." 
Harvey I. Meyers, M.D., and George Jacobson, MD: 
RADIOLOGY 72:665, May, 1959. 


If you’re planning on attending the AORN meeting in 
New York in February, you'll find lots of interest relating 
to control of staph infection. We understand that Dr. 
Ralph Adams’ scientific exhibit on “How to Stamp Out 
Staph in the Operating Room” will be shown. In addition 
to hosting the exhibit, Dr. Adams will present a paper on 
the program elaborating on the closely integrated plan for 
infection control which is dramatized in the three-dimen- 
sional display. Only two infections occurred in 800 consec- 
utive procedures at the Wolfeboro, New Hampshire, Hug- 
gins Hospital where Dr. Adams is Chief of Surgery. 

The complete control system which has reduced the 
infection rate from 2% to .25% includes: cleaning and 
disinfecting all surfaces and areas vigorously with a com- 
bined detergent-disinfectant (Tergisyl®) ; linen and blanket 
disinfection with Amphyl®; strict control of what and 
who enters the O.R.; isolation of the patient's skin by 
impervious plastic skin drapes; proper attire and efficient 
masking. 

Besides visiting Dr. Adams, we hope you will stop at the 
Lehn & Fink booth and visit with us. We'll look forward 
to seeing you. 


How are your plans progressing for showing the motion 
picture, “Prevention and Control of Staphylococcal Dis- 
ease,” in your hospital? We've had so many requests for 
showings of this film produced by the Communicable 
Disease Center of the U.S. Public Health Service that we 
felt we had to make a few more copies available to our 
hospital friends. We like the pertinent, practical suggestions 
for overall control and think you will, too. If you'd like to 
plan a showing soon, please let us know. We will either 
mail it to you, or, if you prefer, arrange for our representa- 
tive to assist you in setting up a meeting and helping to 
answer any specific questions you may have on the use of 
Lehn & Fink disinfectants to control infection. 


As you know, samples of any or all of our products art 
yours for the asking. Try them. Also, our research labore 
tories and technical advisors are ready to assist you with 
any infection control problems. Please let me hear from 


Charles F. Manz 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 


4934 LEWIS AVENUE, TOLEDO 
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anual hospital sepsis 


This forty-four page manual discusses the inci- 
dence, causes and prevention of hospital infections, 
with a particular emphasis on the staphylococcus 
problem. 

Free copies are available by writing to the Hos- 
pital Divison of Johnson & Johnson, New Bruns- 
wick, New Jersey. 
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THIS SYMBOL IS YOUR 
GUARANTEE OF STERILITY 


Patient-Ready dressings afford the Hospital staff 
one more tool to reduce the chain of cross-infection 


Paper used in the packaging of Johnson & 
Johnson's Patient-Ready sterile dressings under- 
goes a series of exacting physical and biological 
tests to better assure sterility in the finished 
product. The paper used is a uniform sheet free 
of microscopic openings. 


Paper packages used for Johnson & Johnson's 
Patient-Ready dressings are sealed by an exclu- 
sive process that actually welds paper together, 
preventing microorganisms from entering the 
package in storage...a process developed 
through our own research. 


The sterilizers used by Johnson & Johnson that 
assure the sterilization of all of our sterile dress- 
ings are equipped with heat recording thermo- 
couples that test temperatures throughout the 
interior of the autoclave, including the actual 
package and dressing. 


A sterility test is performed on each ‘‘sterilizing 
lot’’ of Johnson & Johnson's Patient-Ready ster- 
ile dressings to assure the absence of positive 
cultures before the product is released for 
distribution. 
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TABLE O 


T 

Radiator heat can't do it... D 

63 

C 

3 

Sunlight can't do it... 

$1 P 

86 B 

With “Scotch” Brand Autoclave Tape - 

only your autoclave machine can A 

make these markings appear! dies 

108 

19 F 

120 7 

OPER, 

“SCOTCH” BRAND HOSPITAL AUTOCLAVE UNMISTAKABLE MARKINGS appear only after ( 
TAPE NO. 222 sticks at a finger touch, seals linen or this tape has been subjected to correct levels of heat 
paper packs surely. It’s faster than pins or string and and moisture found in autoclave. No danger of these 

you can write on this tape with pencil or ink. Peels off markings being accidentally activated by radiator 2} 
clean without leaving sticky residue. heat, sunlight, a dry air pocket in a faulty autoclave. 

Nothing on the outside of a bundle, of course, can guarantee sterility of the contents. ’ ‘ 93 ( 

"SCOTCH" is registeredityademark of 3MCo, ( 
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@ Answers to the oft-posed question of how 
hospital utilization is affected by health 
insurance are offered by Milton I. 
Roemer, M.D. Presented before the New 
York State Joint Legislative Committee 
on Health Insurance Plans, Dr. Roemer’s 
opinions put new aspects on some taken- 
for-granted truisms of who uses hospitals 
under insurance, and why. (Page 24.) 


@ One hotel, the Boston Statler Hilton, 
offered unique support to its city’s ex- 
tensive reputation as a medical center. 
TOPICS looks into the hotel’s outpatient 
accommodations plan to bring its 
readers a report on how it was done. 
(Page 39.) 


@ Focusing on safer births for infants and 
on the crucial first seven days of life, 
Herman E. Bundesen, M.D., coined the 
word ‘‘hebdomadal’’ and made his city 
the “safest place in the world for a baby 
to be born.”” This doctor, president of 
Chicago’s Board of Health, discusses his 
approach to control of neonatal mortality 
with TOPICS’ feature editor. (Page 73.) 


@ The research division of Armour Labora- 
tories digs into its records to provide a 
detailed history and description of the 
newly presented chymotrypsin, a proteo- 
lytic enzyme with two separate faces to 
its therapeutic potential. (Page 63.) 


@ The problems of conducting an effective 
central supply service are discussed by 
Betsey R. Carroll, R.N. Formerly ad- 
ministrative supervisor of central service, 
Kansas Medical Center, Kansas City, 
Kans., Mrs. Carroll speaks about who 
should head CSR, ‘status’ problems, and 
the challenge of central service, in a 
frank interview with TOPICS’ editor. 
(Page 99.) 


@ Signs — familiar to all who pass through 
the hospital corridors — caught the eye 
of award-winning artist photographer Jon 
R. Pownall, for imaginative treatment on 
TOPICS’ cover. 
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27 pounds lost 
in 19 days; 
ascites and pedal 


edema reduced 
with 


(hydrochlorothiazide CIBA) 


pre-eminently effective whenever diuresis is desired 
Indicated in: congestive heart failure w= nephrosis and 
nephritismtoxemia of pregnancy = premenstrual 
edema medema of pregnancy msteroid-induced 
edema edema of obesity. 


RECORD OF TREATMENT (At a leading New York City hospital. Photos used with permission of the patient.) 


J Date 3/3 3/4 3/5 3/6 3/7 3/8 3/9 3/10 3/11 3/12 3/13 3/14 3/15 3/16 3/17 3/18 3/19 3/20 3/21 3/22 3/23 
7 Weight (pounds) 178 176 170 169 167 159 158 158 157 153 155 155 156 154 153 154 153 — — 151 149 
Rx M* Esidrix 50 mg. b.i.d. 


* Mercurial diuretic 


H. K., 44 years old, with history of heavy drink- 
ing. Previously hospitalized in 1954, with diag- 
nosis of Laennec’s cirrhosis. Admitted on 3/3/59, 
patient complained of swollen abdomen, swelling 
in both legs and exertional dyspnea. 


Findings: Abdomen enlarged in girth with defi- 
nite fluid wave; liver palpated 4 fingerbreadths 
below the costal margin; pedal edema (4+). Pa- 
tient not in acute distress. Blood pressure, 140/80 
mm. Hg; pulse, 112/min.; respiration, 20/min. 


Treatment: Mercurial diuretic on 3/3 and 3/4, 
followed by Esidrix, 50 mg. b.i.d., from 3/5 to 
3/23 when patient signed out of hospital. Esidrix 
induced copious diuresis resulting in almost com- 
plete disappearance of edema. 


After 19 Days on Esidrix: Supplied: Esidrix Tablets, 25 mg. (pink, scored) and 50 
Weight 149 Ibs. mg. (yellow, scored); bottles of 100 and 1000. 
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“dam” Operators in 
Disaster Test 

The value of the amateur radio 
operator in a disaster situation was 
tested recently by the American 
Red Cross from headquarters in 
Atlanta. 

“Ham” sets throughout the state 
of Alabama were involved in the 
test, in which the principal speaker 
sessed the importance of disaster 
preparedness. 

As other operators in the state 
“stood by” to help assure good re- 
ception, the Lee County Red Cross 
chapter's disaster preparedness 
committee met at Opelika. The 
speaker's voice, from _ station 
W4WAF in Atlanta, was trans- 
mitted by short wave to a portable 
radio set at the meeting site. The 
speaker's voice was then amplified 
so it could be heard by all the 
committee members. 


Report Shows Increase in 
Graduate Programs 

Graduate medical training pro- 
grams for physicians have increased 
markedly since the end of World 
War II, according to a report pre- 
pared by the council on medical 
education and hospitals, American 
Medical Association. 


The report attributes the expan- 
sion to the desire of young phy- 
icians to acquire specialty train- 


ing alter discharge from military 
service. 


In 1941, there were 8,182. in- 
— by 1958-59 there were 
12,469. The average number of 
intern positions for each hospital 
is 14.6, the highest in the past ten 
Years, stated the report. 


Internship positions mixed in 
several fields were 93 percent filled 
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Scanning the News 


Changing a child’s fright into an of relaxed in necessary 
is often a problem in pediatrics. Various hospitals have constructed special “props” catering 
to the child’s interest, to divert his attention from fear-inspiring apparatus. A genuine carousel 
pony is an attraction for young x-ray patients in the new annex at Good Samaritan Hospital, 


Cinci ti. Here technici 
plays cowboy. 

in -1958-59; straight internships 
were 85 percent filled, rotating in- 
ternships, 83 percent. Straight in- 
ternships in internal medicine 
showed the highest rate of occu- 
pancy—88 percent. 


Suburbs Outstrip Other 
Areas in Growth Rate 


Suburbs grow at a faster rate than 
other areas of the U.S., according 
to statistics compiled by the Metro- 
politan Life Insurance Company. 


Between 1950 and 1958, about 
2,400,000 people were added to 
suburban populations, an average 
annual increase of 3.7 percent. 
Growth in the large cities is about 
one-third as extensive, and the 
average for the entire nation is 


Carol Klimper positions the camera while patient Robert Gumerlock 


about half the suburban rate. 

The insurance company statis- 
ticians also report that the greatest 
growth has occurred in the west 
and southwest, with suburban 
population in the Denver area 
more than doubling since 1951. 
Communities adjacent to San 
Diego, Calif., have averaged an 
eight percent annual growth over 
the same period. 

Of the ten largest U.S. cities, 
only Los Angeles has had a sub- 
stantial yearly growth, averaging 
2.3 percent annually. 

Conversely, large cities in the 
northeast showed population de- 
creases, and urban growth is at a 
virtual standstill in New England 
and the middle Atlantic states. 
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Contributing to Medical Education 
Through the World's Largest Surgical Film Library 


SURGICAL 
PRODUCTS 
NEWS 


SAFER SUTURE DISPENSING 
NOW WIDELY USED 


Standardization on Davis & Geck Individual Plastic Strip Packs Combines 
Greater Safety With Simplification of Handling, Shipping and Storage Problems 


Old style bulk storage in jars and solu- 
tions poses constant threat of cross 
contamination with “staph.” or other 
organisms, particularly the hepatitis 
virus whose susceptibility to any cold 
germicidal solution is unknown. One 
contaminated suture tube returned to 
a common storage container may con- 
taminate all the rest. In addition, jars 
are heavy, hard to open, difficult to 
store, prone to costly breakage. 


Slippery, hard-to-break suture tubes are 
awkward to handle and a time-consum- 
ing nuisance to open. Razor-sharp 
edges of broken tubes frequently nick 
sutures and adhering glass splinters 
may actually invade the operating field. 
Unused tubes must be washed, sorted 
and returned to jars. 


Delivery of sutures, particularly surgi- 
cal gut, on tightly wound reels tends to 
kink and weaken sutures. . . excessive 
handling is required for unreeling and 
straightening. 


NEW 


New Davis & Geck Surgilope SP“ ster- 
ile suture strip packs protect each su- 
ture individually in sealed plastic dou- 
ble envelopes, completely eliminating 
the cross-infection hazard of common 
storage in jars and solutions. Compact, 
lightweight 3-dozen cartons replace 
clumsy, fragile jars...handling is 
faster and easier, breakage is eliminated 
and shipping costs are sharply reduced. 


With Surgilope SP packaging, the cir- 
culating nurse simply strips open the 
outer envelope to dispense the sterile, 
sealed inner envelope containing the 
suture. Three simple, speedy dispens- 
ing technics fit any operating room situ- 
ation. Extra sutures are quickly opened 
as needed, reducing waste and time- 
consuming resterilization. 


New Davis & Geck loose-coil winding 
delivers a supple, ‘kink-free suture, 
ready for instant use. 


INVITES COMPARISON 


NEW, SHARPER DISPOSABLE 
NEEDLE PROVIDES ADDED 
SAFETY IN ALL-PLASTIC, 
WET-PROOF PACK 


The point of the Vim® Sterile Disposa- 
ble Needle is the result of extensive 
research in point design. Penetration 
tests prove that its 12° top bevel and 
longer side pointing provide easier tis- 
sue entry than the usual more rounded 
point design. Equally important, this 
extra sharpness has been achieved with- 
out beveling into the lumen, ensuring a 
stronger point. Unlike weaker lancet- 
type points, the Vini point will not “fish 
hook” in penetrating the vial stopper 
before ever reaching the patient. 


The transparent Vim all-plastic wet- 
proof pack is a truly closed aseptic 
system, assuring maximum protection 
against cross-infection. There is no 
spot-sealed cap to “breathe in” airborne 
contaminants when subjected to chang- 
ing temperatures... no paper backing 
easily penetrated by moisture. 

The unique Vim plastic hub is square 
for easier handling, and fused — not 
glued — to the stainless steel cannula. 
The needles are ultrasonically cleaned 
(leave no tattoo marks), and fit any 
standard Luer syringe. 

The Vim Disposable Needle is ap- 
proved for purchase under the rigid 
new United States Armed Forces and 
Veterans Administration specifications 
for sharpness and package safety. Test 
it yourself against any other disposable 
in the field, before placing your next 
order. 


CYANANID 


AMERICAN CYANAMID COMPANY 
SURGICAL PRODUCTS D 
ROCKEFELLER PLAZA 
NEW YORK, N.Y. 


SALES OFFICE: DANBURY, CONNECTICUT 
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News Briefs at Press “/ime 


AID TO MEDICAL EDUCATION, FUNDS 

FOR REMODELING RUMORED PHS GOALS 
Sources close to PHS are predicting it will strive in 
this session of Congress to get aid for medical 
education and to get funds allocated for remodel- 
ing and updating facilities. 

There is a possibility of a change in the formula 
for allocating Hill-Burton funds to states, to take 
into consideration the number of existing and 
acceptable beds. 


HILL-BURTON CUT $60 MILLION 
IN BUDGET SENT TO CONGRESS 
A $60 million reduction in Hill-Burton funds for 
next fiscal year is recommended by the administra- 
tion in new federal budget sent to Congress. 
Budget calls for only $126.2 million for grants, 
compared with $186.2 million for current year. 
This cut comprises most of $73.6 million lopped 
from PHS budget. When House appropriations - 
subcommittee hearings take up PHS budget 
(probably in mid-February), HEW Secretary 
Flemming is expected to be quizzed on reasons 
for Hill-Burton cut. 


INCREASE REQUESTED IN FUNDS 

FOR CARE OF VETERANS 

Administration’s budget calls for $928 million for 
hospital and medical care of veterans —an 
increase of $22 million over current year. 

New $75 million construction program would 
include $52.7 million to build replacement hospi- 
tals in Cleveland, Martinez, Calif., and District 
of Columbia. 


FORAND BILL SCHEDULED 
FOR MARCH CONSIDERATION 
It will probably be March before House ways and 
means committee takes up social security amend- 
ments — including Forand bill. Leaders of both 
parties hope that by then the Eisenhower adminis- 
tration will have proposed a Forand substitute. 
Some liberal Republican senators, impatient 
with administration’s delay, are discussing possi- 
bility of introducing updated version of the old 
Javits-Flanders-Herter-Ives-Nixon bill, which 
would have authorized federal subsidies to volun- 
tary prepayment insurance programs to permit 
them to increase benefits and lower premium 
charges. 
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APPOINTMENTS MADE IN FEDERAL 
EMPLOYEE INSURANCE PROGRAM POSTS 
Eleven regional representatives have been named 
by Civil Service Commission to aid in carrying 
out federal responsibilities in medical care insur- 
ance program for federal employees which becomes 
effective in July. Representatives were ordered 
to come to Washington for a two-week indoctrina- 
tion course. 

Commission has also appointed a five-man 
advisory group on indemnity benefit plans, with 
representatives from Aetna Life Insurance Co. 
(prime carrier of indemnity-type insurance to be 
written in program), Connecticut General Life, 
Travelers, Equitable Life, and Metropolitan Life. 


BRIEF BRIEFS 
Department of Defense, in reports to House and 
Senate Armed Services committees, is expected 
to recommend against ‘’Great White Fleet’’ plan — 
at least against carrying it out on grand scale 
advocated by Life Magazine last summer. Mean- 
while, Navy Department says it is awaiting funds 
to finance conversion of its hospital ship Consolida- 
tion, which was to be part of ‘’Project Hope.” 
Plans announced last year had called for ship to 
sail this month for the Far East on a goodwill 
medical mission. 

—USPHS will close its Manhattan Beach (N.Y.) 
hospital for TB patients June 15. 

—About 500 male professional nurses are 
employed in VA hospitals, and VA is encourag- 
ing further recruitment. All but 46 of the 170 
VA hospitals have male nurses on their staffs, and 
one-fourth of them hold key positions in nursing 
education and administration. Less than half are 
attached to mental hospitals. 

—NMedicare has issued a directive giving rules 
on payment for blood used in transfusions. 

—AFL-CIO has published a pamphlet entitled 
Doctors and the Forand Bill’’ —a summary of 
pro-Forand testimony given by prominent physi- 
cians before House ways and means committee 
in hearings last year. 
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Calendar of Meetings 


FEBRUARY 6- 9 American Medical Association, Congress 
on Medical Education and Licensure, 
1- 5 Clinical Congress of Abdominal Sur- Palmer House, Chicago 
geons, Deauville Hotel, Miami Beach, 
Fla. 15-18 AHA Institute, Obstetrical Nursing Ad- 


ministration, AHA Headquarters, Chi- 


3- 4 AHA National Meeting, Midyear Con- prawn 


ference of Presidents and Secretaries, 


AHA Headquarters, Chicago 16-18 National Association of Methodist Hes- 


pitals and Homes, Deshler-Hilton Ho- 
tel, Columbus, O. 


3- 6 American College of Radiology, Roose- 
velt Hotel, New Orleans 


4- 6 American College of Hospital Adminis- 16-19 American Protestant Hospital Associa- 
trators, Morrison Hotel, Chicago tion, Deshler-Hilton Hotel, Columbus, O. 


NO. 33 IN A SERIES 
MISS PHOEBE | 


“They weren’t going to let me come, but I told them that neem 
Everest & Jennings were the names of two St. Bernards.” 


That “go-get-"em” spirit comes 
naturally to patients in 
Everest & Jennings chairs. Nurses, too, 
like their smooth, effortless handling. 
But even dearer to hospital hearts 
and budgets is the fact that these 
chairs practically refuse to wear out. 
In the long run, they cost you less. 
New, Lightweight 


Everest & Jennings chair Spel EVEREST & JENNINGS chairs 


weighs only 24 pounds! for your hospital 


EVEREST & JENNINGS, INC.. 1803 PONTIUS AVE., LOS ANGELES 25, CALIF. 


18-20 Central Surgical Association, Drake 
Hotel, Chicago 


22-26 Association of Operating Room Nurses, 
Statler-Hilton Hotel, New York City 


23-26 Quebec Hospital Association, Queen 
Elizabeth Hotel, Montreal, Que., Can. 
ada 


25-27. American Orthopsychiatric Association, 
Inc., Sherman Hotel, Chicago 


28-March 5 American College of Allergists, 
Americana Hotel, Bal Harbour, Miami 
Beach, Fla. 


29-March 2 AHA Institute, Labor Relations, 
AHA Headquarters, Chicago 


29-March 3 American College of Surgeons, 
Sectional Meetings for Surgeons and 
Nurses, Statler-Hilton Hotel, Boston 


MARCH 


7-10 AHA Institute, Nursing Service Super- 
vision, Bellerive Hotel, Kansas City, Mo. 


10 Wisconsin Hospital Association, Schroe- 
der Hotel, Milwaukee 


13-18 National Health Council, National 
Health Forum, Miami, Fla. 


15-17. American Laryngological, Rhinological 
and Otological Society, Deauville Ho- 
tel, Miami Beach, Fla. 


17-19 American Radium Society, Caribe-Hilton 
Hotel, San Juan, Puerto Rico 


18-24 American Academy of General Practice, 
Philadelphia 


20-23 Pan American Association of Oto- 
Rhino-Laryngology and Broncho-Esopha- 
gology, Miami Beach, Fla. 


21-23 New England Hospital Assembly, Stai- 
ler-Hilton Hotel, Boston, Mass. 


21-23 American College of Surgeons, Sec- 
tional Meeting, The Broadmoor, Colo- 
rado Springs, Colo. 


21-24 American Academy of General Prac- 
tice, Convention Hall, Philadelphia 


21-24 Southeastern Surgical Congress, Roose- 
velt Hotel, New Orleans 


21-25 AHA Institute, Dietary-Housekeeping- 
Nursing Departments Relationships, 
AHA Headquarters, Chicago 


22-24 Kentucky Hospital Association, Ken- 
tucky Hotel, Louisville 


24-26 Louisiana Hospital Association, Belle- 
mont Motor Hotel, Baton Rouge 


26-27 American Psychosomatic Society, Shera- 
ton-Mount Royal Hotel, Montreal, Que., 
Canada 


28-30 American College of Surgeons, Sec- 
tional Meeting, Sheraton-Portland Ho- 
tel, Portland, Ore. 


28-30 New England Hospital Assembly, Ho- 
tel Statler, Boston 


28-31 Southwestern Surgical Congress, Rivi- 
era Hotel, Las Vegas 


29-31 Kentucky Hospital Associction, Ken- 
tucky Hotel, Louisville 


(Continued on page 14 
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Swedish Covenant Hospital 
Chicago, Illinois 


OIN: THE | 
coulis A. Weiss Memorial Hospital OF HOSPITALS Chicago Hospital 
Chicago, lilinois USI ue. icago, Illinois 


Suburban Community Hospital 
Cleveland, Ohio 


Michael Reese Hospital 
Chicago, Illinois 


NEW LOW PRICES 
ON THE ORIGINAL 


FLEX-STRAW 


CONTACT YOUR 
DISTRIBUTOR 


CANADIAN DISTRIBUTOR: 
Ingram & Bell, Ltd. 


Toronto, Montreal 
Winnipeg, Calgary, Vancouver 


*Space permits mention of 
only a few of the thousands 
of hospitals, large and small, | 
who choose Flex-Straws 


FLEX-STRAW is the original .. . precision 
corrugation ... unmatched flexibility... proved 
best in a decade of drinking tube service. 


FLEX-STRAWS are disposable... bend to 
any angle for greater patient comfort...can be 
used for hot or cold liquids. 

write for free samples and literature 


FLEX-STRAW CO., Int'l. HT 
P.O. Box 431, Santa Monica, Calif. 


FLEX-STRAWS are safe... eliminate need for 
Sterilization. ..danger of breakage. 


N 
# With all these advantages FLEX-STRAWS are wie 
money savers . . . original cost the only cost. Address 
City 
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CALENDAR OF MEETINGS 3- 
(Continued from page 12) 


MARCH > 


31-April 1 Georgia Hospital Association, rs 
Wanderer Motel, Jekyll Island 


4- 
APRIL 
2- 6 American College of Obstetricians and 4- 
Gynecologists, Netherland Hilton Hotel, 
Cincinnati 
3- 6 American Surgical Association, The 4- 
Greenbrier, White Sulphur Springs, 
W. Va. 


International Anesthesia Research So- 
ciety, Shoreham Hotel, Washington, 
Bx. 


AHA Institute, Hospital Organization, 
AHA Headquarters, Chicago 


Ohio Hospital Association, Veterans 
Memorial Building, Columbus 


American College of Physicians, San 
Francisco 


AHA Institute, Nursing Service Ad- 
ministration, Hotel Blackstone, Omaha, 
Neb. 


American College of Physicians, Mark 
Hopkins & Fairmont Hotels, San Fran- 
cisco 


spare 


distress of 


for SAMPLES of Desitin Ointment— write 


your patients 


SORES 


(COECUBITUS ULCERS) 


DESITIN 


OINTMENT 


UNSURPASSED PROTECTIVE 

AND HEALING AGENT 
Soothing, lubricant, anti-irritant 
Desitin Ointment works hand 
— “et in hand with good medical and 
re nursing care to keep the skin 
soft, supple, more resistant 
to bed sores. One application 
protects the skin for hours. 


DESITIN CHEMICAL COMPANY - 812 Branch Avenue, Providence 4, R.I. 


27 


27 


27-29 


American Association of Railway Sy;. 
geons, Drake Hotel, Chicago 


American Dermatological Association 
Inc., Boca Raton Hotel, Boca Raton, Flo. 


American College of Surgeons, Sec. 
tional Meeting, Hotel Leamington, Min. 
neapolis 


American Physiological Society, Chicago 


International Anatomical Congress, New 
York City 


American College of Surgeons, Sec. 
tional Meeting, Kahler Hotel, Rochester, 
Minn. 


Society of Neurological Surgeons, 
Olympic Hotel, Seattle 


Carolinas-Virginias Hospital Confer. 
Roanoke Hotel, Roanoke, Va. 
ence, Roanoke Hotel, Roanoke, Va. 


International Academy of Pathology, 
Memphis, Tenn. 


Association of Western Hospitals, Stat- 
ler-Hilton Hotel, Los Angeles 


American Dietetic Association, Shrine 
Auditorium, Los Angeles 


Industrial Medical Association, War 
Memorial Auditorium, Rochester, N. Y. 


New Jersey Hospital Association, Con- 
vention Hall, Atlantic City, N.J. 


Hospital Association of New York 
State, Convention Hall, Atlantic City, 
NJ. 


Hospital Association of Pennsylvania, 
Convention Hall, Atlantic City, NJ. 


Middle Atlantic Hospital Assembly, Con- 
vention Hall, Atlantic City, NJ. 


Mid-West Hospital Association, Munici- 
pal Auditorium, Kansas City, Mo. 


lowa Hospital Association, Roosevelt 
Hotel, Cedar Rapids 


American Association of Pathologists 
and Bacteriolgists, Hotel Peabody, 
Memphis, Tenn. 


American Society for Clinical Investi- 
gation, Haddon Hall, Atlantic City, 


Society of American Bacteriologists, 
Bellevue-Stratford Hotel, Philadelphio 


Tri-State Hospital Assembly, Palmer 
House, Chicago 


American Nurses’ Association, Miami 
Beach Hall, Miami Beach 


Pan American Medical Association Con- 
gress, Mexico City 


Society of Pediatric Research, New 
Ocean House, Swampscott, Mass. 


AHA Institute, Occupational Therapists, 
AHA Headquarters, Chicago 


New Mexico Hospital Association, West 
ern Skies Hotel, Albuquerque 


Southeastern Hospital Conference, 
Deauville Hotel, Miami Beach, Fla. 


(Continued on page 16) 
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AS TOMORROW’S SURGERY 


The AMERICAN 
Major Surgical 
Operating Table 


The 1085 is an addition to the Amsco line 
of Major Surgical Tables. The 1080 and 1080E 
will continue to be available. 
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*K Compact, permanently mounted base with 
electro-hydraulic or hydraulic power lift 


*K Divided and removable foot section 

> Head, back and seat sections X-ray 
penetrable 

* Sliding Transurethral Tray 

*K “Winged” ether screen 


... these and many more exclusive features distinguish 
the 1085 as the major table designed for modern 
surgery. 

The unparalleled versatility and precision of this 
new table are an incomparable aid to the surgical 
team . .. as helpful to the patient as ‘‘a third hand for 
the surgeon.” 

Write for your copy of illustrated brochure TC-294. 


AMERICAN 


STERILIZER ‘ 


ERTE* PENNSYLVANIA 
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CALENDAR OF MEETINGS 
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12 
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(Continued from page 14) 


American Pediatric Society, New Ocean 
House, Swampscott, Mass. 


Student American Medical Association, 
Statler-Hilton Hotel, Los Angeles. 


Aerospace Medical Association, Ameri- 
cana Hotel, Bal Harbour, Fla. 


Texas Hospital Association, Statler- 


Hotel, Dallas 


American Psychiatric Association, Hotel 
Traymore, Atlantic City, NJ. 


15-20 


16-18 


Upper Midwest Hospital Conference, 
Mi ie 


At 
Auditorium, A p 


American Association for Thoracic Sur- 


gery, Deauville Hotel, Miami Beach, 
Fla. 

Massachusetts Hospital Association, 
Hotel Statler-Hilton, Boston 


International College of Surgeons, In- 
ternational Congress, Rome, Italy 


National Tuberculosis Association, Stat- 
ler & Biltmore Hotels, Los Angeles 


American National Red Cross, Kansas 


City 


BURN CARE 


CircOlectric 


St. 


Milwaukee, Wisconsin 


BURN CARE. 


Mary's Hospital 


They use the open treatment method of burn care by ingen- 
iously attaching the single sheet canopy. The overhead frame- 
work, using four IV bottle holders and four inexpensive drapery 
hooks, holds the canopy. ; 


DVANTAGES 


electrically. 


acase study 


Four CircOlectrics are available for patients in a special burn 
center in St. Mary’s Hospital, Milwaukee, Wisconsin. Above pa- 
tient is in the hydrotherapy section. This complete center was 
donated by the Western Electric Power Company as a commu- 
nity service contribution. 


The personnel at St. Mary’s tell us they are obtaining better re- 
sults with burn patients because: 


1. Vertical rotation is beneficial to circulation. 
2. Varied and exact desired positioning of the patient is possible 


3. The patient is never physically handled, a particular benefit 


to both patient and nurse in burn care. 


For a thirty-day trial, write Orthopedic Frame Company, Dept. 000. 
Installations now using the CircOlectric for burn care are on file and 
available upon request. 


SURGICAL AND HOSPITAL EQUIPMENT 


0 


420 ALCOTT STREET + 


edicframe 


KALAMAZOO, MICHIGAN 


16-18 


16-19 


16-20 


16-21 


18-22 


23-26 


26-27 


American Ophthalmological Society 
The Broadmoor, Colorado Springs, 
Colo. 


American Urological Association, The 
Palmer House, Chicago 


Medical Library Association, Ine, 
Muehlebach Hotel, Kansas City, Mo, 


American Association on Mental De. 
ficiency, Lord Baltimore Hotel, Balti. 
more, Md. 


Second German Hospital Congress, 
Stuttgart, West Germany 
AHA Institute, Evening and Night 


Nursing Service Administration, New 
Washington Hotel, Seattle 


Tennessee Hospital Association, Peg. 
body Hotel, Memphis, Tenn. 


30-June 1 American Gynecological Society, 


Williamsburg Inn, Williamsburg, Va. 


30-June 2 American Orthopaedic Association, 


30-June 


19-21 


20-22 


21-23 


24-26 


The Homestead, Hot Springs, Va. 


2 Catholic Hospital Association, 
Municipal Auditorium, Milwaukee, Wis. 


Samoset 


Association, 


Maine Hospital 
Hotel, Rockland 


American College of Chest Physicians, 
Miami Beach, Fla.. 


American Geriatrics Society, Ameri- 


cana Hotel, Miami Beach, Fla. 


American Diabetes Association, Deav- 
ville Hotel, Miami Beach, Fla. 


American Society of X-Ray Technicians, 
Netherland Hilton Hotel, Cincinnati 


American Medical Association, 1960 
Annual Meeting, Deauville Hotel, Miami 
Beach, Fla. 


Michigan Hospital Association, Park 
Palace Hotel, Traverse City 
Mississippi Hospital Association, Hotel 


Buena Vista, Biloxi 


International Academy of Pathology, 
London, England 


Comte des Hospitaux du Quebec, Show 
Mart, Monireal, Que., Canada 


26-July 1 American Physical Therapy Associc- 


tion, Penn-Sheraton Hotel, Pittsburgh 


AUGUST 


21-26 American Association of Blood Banks, 


Jack Tar Hotel, San Francisco 


21-26 American Congress of Physical Medicine 


and Rehabilitation, Mayflower Hotel, 
Washington, D.C. 


29-September 1 American Hospital Associa 


tion, Civic Auditorium, San Francisco 


SEPTEMBER 


11-15 International College of Surgeons, 12th 


Congress, New York City 


15-22 World Medical Association, Berlin-Hik 


ton Hotel, Western Berlin, West Ger- 
many 


28-Oct. 5 Pan-Pacific Surgical Association, 8th 


Congress, Honolulu, Hawaii 
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the original, 

the positive, 
0n-patient, 

identification 


Ident-A-Band’ 


Nurses everywhere are forming the “pause for patient identification” habit. With 
Ident-A-Band it’s so easy . . . and so safe! As the poster says, they always check that 
Ident-A-Band before giving medication or care. A glance takes but a second .. . and 
leaves no room for identity errors. 

But you can be sure only if the band is sure . . . only if there’s no chance of al- 
tered, switched or water-blurred identification. That's why thousands of hospitals 
specify Ident-A-Band by name — it’s the one band that offers your patients positive 
identification every time. Ident-A-Band gives this assurance with its choice of seals, its 
refusal to stretch off a wrist, and its waterproof card sealed inside. Ident-A-Band is 
quick and easy to apply, too, with its new Clip-Seal. And comfort? Feel the skin-soft 
band yourself and see. For Ident-A-Band samples and prices, write: 


Hollister Incorporated, 833 N. Orleans St., Chicago 10 
in Canada, Hollister Limited, 160 Bay St., Toronto 1 
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write for samples and literature 
833 North Orleans Street 
Chicago 10, Illinois 


LASTIBELL disposable circumcision bell may be 


applied at birth in 2 to 3 minutes, minimizes 
of hemorrhaging. Eliminates later 
need for second room, nursing assistance, ster- 
ile pack. Hemostats and scissors are only in- 
struments required. No dressings or post oper- 
, ative care needed. Bell drops off in 5 to 8 days 
leaving clean, well-healed line of excision.°® 


°Kariher, D. H.; Smith, T. W. Immediate Circumcision of 
the Newborn. Obs. & Gyn., 7:50, Jan., 1956. 


MGORD-CLAMP seals any size umbilical cord over 


safe quarter-inch area, eliminates hemorrhag- 
ing and seepage.t Easily applied with one 
hand, requires no tools. Maintains constant 
pressure as the cord shrinks. No belly band 
or dressings needed. Blind catch and serrated 
edges prevent accidental release or slipping. 
Nylon clamp is autoclavable and disposable. 


a. D. H.; Smith, T. W. Personal correspondence, 
959. 
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Clinical Meeting: 


American Medical Association 


Surgery in Strokes 


Extracranial Lesions Yield 
To Patch, Arterial Grafts 


The observations that many strokes are extracranial 
and that obstruction may be well localized to a 
short segment of artery have made more effective 
therapy possible, since such well localized extra- 
cranial lesions are amenable to surgical treatment. 


Obstructing lesions involving short segments of 
artery may be removed by endarterectomy. The in- 
volved artery is simply opened in the region of the 
disease and the obstruction involving the inner wall 
is removed. To prevent arterial constriction, the in- 
cision in the artery is repaired by inserting a patch 
graft. The free edges of the arterial incision are 
sutured circumferentially to the edges of the graft. 

Longer obstructions are treated by inserting an 
arterial graft made of knitted dacron. The graft is 
inserted in such a manner as to bypass the obstruc- 
tion, and the patient's blood is shunted around the 
obstruction. 


Of 401 patients in whom arteriograms were per- 
formed, 160 (40 percent) had obstructions located 
in the cervical or thoracic segments of the arteries 
supplying blood to the brain, and 172 obstructing 
lesions occurring in 136 patients were well localized 
and amenable to operation. Normal circulation was 
restored in 165 of the 172 localized lesions sub- 
mitted to operation. 

Recurrence of symptoms and progression of the 
disease has been prevented in patients with transient 
attacks or “small strokes,” and improvement or com- 
plete relief has been obtained in the majority of 
patients who had persistent difficulties at the time 
of operation. 


Symptoms of cerebral arterial insufficiency due to 
the curable extracranial lesions are essentially the 
‘ume as those occurring in patients with untreatable 
lesions located in the brain, and include weakness, 
paralysis, aphasia, numbness, dizziness, visual dis- 
turbances, and mental deterioration. However, pa- 
with extracranial lesions in earlier stages 
frequent! have brief episodes of symptoms from 
which recovery may be complete. 
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. . . Dallas, Tex., December 1-4 


Unfortunately, these attacks recur and frequently 
become worse. Because of the progressive nature 
of the disease, investigation and study during the 
earlier stages is very important so that treatment 
may be instituted before irreversible damage occurs. 
Accurate diagnosis is possible only by performing 
an X-ray examination visualizing all arteries supply- 
ing blood to the brain. — Michael E. DeBakey, M.D., 
professor of surgery, Baylor University College of 
Medicine, Houston, Tex. 


Carotid Angiography Reveals 

High Stenosis Rate 

Many strokes, we know now, are actually extra- 

cranial. ‘They are frequently due to advanced stenosis 
(Continued on next page) 


The National Conference on the Medical Aspects of Sports was one 
of several meetings held in conjunction with the clinical session. 
Panelists David B. Dill, M.D. (1.), Joppa, Md., and Bruno Balke, M.D., 
Brooks Aerospace Medical Center, Tex., examine one of the AMA‘s 
new exhibits on fitness and sports injuries, on display at the conference. 
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A.M.A. continued 

or thrombosis of the carotid artery in the cervical 
or thoracic segments, and are thus surgically ac- 
cessible. 


Until the advent and widespread use of carotid 
angiography, there was little appreciation of the 
frequency of occurrence, nor was it well recognized 
that progressive stenosis of the extracranial carotid 
system could produce significant cerebral symptoms. 


After a slight alteration in technical procedure 
which permitted the inclusion of the carotid artery 
down to the bifurcation in all cases, a much higher 
incidence of stenosis was found. In 524 angiograms 
done before inclusion of the cervical carotid on 
the angiograms, only 10 diagnoses of carotid artery 
stenosis were made. After the inclusion of the neck 
on practically all cases, 108 stenoses were found in 
626 angiograms. 

Symptoms of carotid thrombosis vary widely, de- 
pending upon extent of constriction, rapidity of onsct, 
and degree of patency of collateral circulation. 


The most common occlusive lesion is an ather- 
matous plaque in the internal carotid immediately 
adjacent to the bifurcation. It accounts for approxi- 
mately 80 percent of all incidences. 


An angiographic examination is necessary to thor- 
oughly determine the exact location, the extent of 
the process, and the degree of reduction of blood 
flow. It is always necessary to examine the opposite 
carotid artery also, and sometimes the vertebral 
circulation belore the method of treatment is de- 
termined. — John E. Whiteleather, M.D., director of 
radiology, Baptist Memorial Hospital, Memphis, 
Tenn. 


Up to Four Times Greater 


Study Reveals Peptic Ulcer 
Rate Higher in Arthritics 
The incidence of peptic ulcer in patients with 
rheumatoid arthritis is three to four times as great 
as the incidence in the general patient population 
at the Mayo Clinic, we found in a review of rec- 
ords of 2,114 rheumatoid arthritis patients from the 
years 1954 and 1957. 


The incidence of peptic ulcer among patients in 
general runs between one and two percent in any 
given year. Its incidence among rheumatoid patients 
in 1954 and 1957 was 8.1 percent, as against 3.3 per- 
cent in 1947. This difference would indicate that 


either the incidence of peptic ulcer in the rheuma- ° 


toid arthritic — or the frequency with which it is 
recognized — is increasing. 


Contrary to other reports, our findings did not 
show an increased incidence of peptic ulcer in 
rheumatoid patients treated with steroids. In our 
study, the incidence in patients who had _ received 
steroids did not vary significantly, being 6.7 per- 
cent for 1954 and 8.4 percent for 1957. 


If steroid therapy is a major factor in the in- 
creased incidence of peptic ulcer, we might expect 


the largest increase to be among patients with hyper. 
cortisonism. However, the incidence of 8.2 percent 
among patients having hypercortisonism in our series 
is not greatly different from the incidence of 73 
percent for the entire group of steroid-treated pa- 
tients and the incidence of 8.1 percent for the 
patients who did not receive steroids systematically, 

We do not know whether salicylate therapy, which 
was common to both the steroid-treated and the 
non-steroid-treated patients in our series, could ac. 
count in part for the more than fourfold increase in 
the incidence of peptic ulcer over that found in the 
general patient population. — Lloyd G. Bartholomew, 
M.D., Mayo Clinic, Rochester, Minn. 


Enforces Breathing 


Tracheostomy, Mechanical Aid 
Recommended in Lung Diseases 
Preventive tracheostomy is advocated for patients 
whose lung disease threatens them with danger of 
“drowning” in their own secretions. Furthermore, 
such patients should be given oxygen and_ should 
also have mechanical help with their breathing. 
Physicians have usually withheld oxygen from 
such patients for fear that it might cause the labor- 
ing lungs to stop fighting for breath — and that the 
person would die simply because he quit breathing. 


These individuals may die anyway from too little 
oxygen and too much carbon dioxide. But if oxygen 
is blown into the lungs by a respirator attached to 
a tube in the trachea, the lungs will be forced to 
expand and collapse rhythmically, so that oxygen will 
be inhaled and dangerous accumulations of carbon 
dioxide exhaled by machine breathing. 


Additionally, the tube in the trachea makes it 
possible to suction out mucus which often accumu- 
lates in the lungs. 


Eleven of 17 patients who otherwise would almost 
certainly have died, were saved by this method. 
Twelve of the patients had emphysema; four had 
pneumonia, and one had bronchitis in the single 
lung remaining after the other lung had been re- 
moved some months earlier. 

Vigilant nursing care for these patients is essen- 
tial. Usually the windpipe incision can be allowed 
to close after 10 days or so.— Watts R. Webb, M.D. 
associate professor of surgery, University of Missis- 
sippi School of Medicine, Jackson, Miss., and Jose/ 
Smith, M.D., VA Hospital, Milwaukee, Wis. 


Aids Failing Circulation 


Arterial Pump Maintains 
Circulation, Raises Pressure 
A portable, 50-pound arterial pumping machine, 
while still in the experimental stages, has been ¢X 
tensively tested in animals, and in a human trial 
maintained circulation for 26 hours without damag- 
ing the blood passing through it. 

Efforts are now being made to perfect the app* 
ratus for application in patients suffering severe 
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ardiac failure and pulmonary edema _ following 
myocardial infarction. It could be especially usetul 
in some reversible conditions where the heart and 
circulation are failing, such as severe coronary occlu- 
sion and heart failure associated with a correctable 
heart lesion. 

The machine takes 50 percent of the blood return- 
ing to the heart and delivers it to the arterial system, 
bypassing the heart and lungs. This is done by in- 
erting a tube through the patient’s neck into one 
of the great veins returning blood to the heart. 
Venous blood flows by gravity into a flexible collect- 
ing chamber. Pumps driven by compressed air re- 
urn the blood to the arterial system by a_ tube 
placed in the thigh. 


The procedure raises arterial blood pressure, re- 
duces the amount of blood the heart has to pump, 
and increases blood flow to the body. During the 
pumping operation, the heart and brain are sup- 
plied by well-oxygenated blood. The abdominal 
organs, including the liver and kidneys, are supplied 
by a mixture of oxygenated blood from the lungs 
and venous blood from the system. 

Procedures lasting as long as 52 hours in dogs 
were well tolerated. So far the machine has been 
tried on four human beings. — James F. Dickson, III, 
M.D.; James W. Dow, M.D., and Neil A. J. Hamer, 
M.R.C.P., circulation and cardiovascular research lab- 
oratories, Presbyterian Hospital and the Grover 
Clinic, Philadelphia. 


Chemicals Valuable 


Cytotoxic Chemicals Used as 
Adjuvants to Cancer Surgery 


Cytotoxic chemicals as adjuvants to surgery may 
undoubtedly be a means of meeting the challenge of 
the circulating cancer cell. 


In the past, “cancer failures’ were attributed to 
poor surgery or poor radiation therapy. We know 
now that this is not always true; many of the fail- 
ures were due to pre-existing distant implants. 

The cliche of “control of the primary disease and 
regional lymphatics” must be amended to include 
total body circulation for control of the entire body. 


The matter of dosage of chemical adjuvants is 
still open to debate. However, the possible circulat- 
ing cancer cell is the primary concern, and the un- 
known target area can more logically be reached by 
divided doses to the entire circulation. 


The nitrogen mustard solution may be used pre- 
operatively the night before surgery, depending upon 
the bulk and the extent of the disease. At the time 
of surgery, the solution can be used either intra- 
arterially or intravenously, by rapid or slow drip 
method. During the immediate postoperative period, 
attention should be directed toward adequate seda- 
tion for the control of excessive nausea or vomiting. 

Ulcerated and bleeding tumors with microscopic 
and clinical evidence of potential rapid growth war- 
fant nitrogen mustard preoperatively, during sur- 
Sty, and immediately postoperatively. Other con- 


FEBRUARY, 1960 


ditions in which use of chemical adjuvants is 
suggested are: tumors having profuse vascular bed, 
subject to vascular emboli and resultant implants; 
tumors which produce widespread metastasis to the 
lungs and bones; and early breast cancer. — J. Samuel 
Binkley, M.D., director, Binkley ‘Tumor Clinic, Okla- 
homa City, Okla. 


Radioactive Medication 


lodine Lowers Metabolism, 

Reduces Cardiac Fibrillation 

Use of radioactive iodine has produced good results 
in the treatment of persons with auricular fibrilla- 
tion whose heart beat is so rapid that drugs, such 
as digitalis and quinidine, are not effective. 


Thomas G. Hull, Ph.D. (1.), secretary, AMA Council on Scientific 


A bly, d his retirement at the meeting, after 30 years of 
service to the association. He is shown here with Mrs. Hull and with 
AMA president Louis M. Orr, M.D., Orlando, Fla., and Mrs. Orr, at a 
dinner and reception given in his honor. Dr. Hull started with the AMA 
in 1930 as a full-time director of scientific exhibits. He will continue 
to serve as a consultant to the Council on Scientific Assembly. 


The iodine lowers the body metabolism, and for 
reasons not fully understood as yet, this slows down 
the patient’s racing heart. 


One patient’s fibrillating heart had resisted all 
other medications for 17 years. Administration of 
radioactive iodine converted the heart to normal 
rhythm. 

The mortality rate from other types of racing 
heart following a coronary seizure has been reduced 
from 90 and 100 percent to five percent with use of 
drugs to elevate the patient’s blood pressure when it 
is low after the seizure. This method corrects the 
rapid beat in about 60 percent of cases. In the 
remaining 40 percent, it sustains circulation and 
buys time for the patient so that other agents which 
act more slowly, such as quinidine, can take effect. 


The removal of calcium from the heart muscle 
is suggested to overcome digitalis poisoning and the 
disordered heart beat resulting from overmedication 
with the drug. An injection of potassium also re- 
stores a normal pulse following digitalis poisoning. 
— Eliot Corday, M.D., Institute for Medical Research, 
Cedars of Lebanon Hospital, Los Angeles. 
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Illinois Hospital Association 


The 37th Annual assembly of the Illinois Hospital 
Association brought administrators and other in- 
terested hospital personnel from all parts of the 
state to the capital, Springfield. The largest attend- 
ance ever recorded at an annual meeting was noted; 
there were 327 delegates present. The meetings were 
presided over by president Ray E. Brown, superin- 
tendent, University of Chicago Clinics. 

Each year, the association’s meeting concerns it- 
self with a particular aspect of hospital problems. 
This year, attention centered around “Our Changing 
Hospitals,” the theme of a two-day conference held 
as part of the convention. 


During registration, delegates to the convention 
were asked to choose the workshop sessions they 
wished to attend. Each of the smaller sessions was 
devoted to a segment of the changing hospital as a 
whole — changes brought on by new social, medical 
and human conditions. 


Under the general title “Building Strength #n the 
Hospital Organization,” the five workshops dealt 
with the trustees, the auxiliary, the medical staff, the 
employee, and the patient. 


Right: Outgoing president Ray E. Brown, superintendent, University 
of Chicago Clinics, hands gavel of office to new president Delbert L. 
Price, administrator, Children’s Memorial Hospital, Chicago, while 
president-elect George K. Hendrix, administrator, Memorial Hospital, 
Springfield, looks on. 


. . . Springfield, December 3 - 4 


One of the high points of the two-day meeting was 
the report given by Ray E. Brown, outgoing presi- 
dent. His talk concerned the relationship between 
Blue Cross and the general public. He stated that if 
it were not for the prepayment mechanism developed 
by Blue Cross, there would be no voluntary hospital 
system in the U. S. today. 


Mr. Brown added that Blue Cross has been placed 
in an unfavorable light with the same public which 
it serves and which does not understand the concepts 
by which the plan operates. Because it has supported 
the efforts of hospitals to keep up with advances in 
medicine, and has removed the financial barriers to 
adequate public hospital care, Blue Cross has faced 
increased costs and has, in turn, been forced to raise 
its rates. 


Commercial insurance underwriters, offering se- 
lected risks and partial reimbursement for hospitali- 
zation, can spell the downfall of Blue Cross, stated 
Mr. Brown, unless doctors and hospital administra 
tors increase their efforts to distribute medical and 
hospital care as economically and as widely as possi 
ble. He added that the U. S. retains its voluntary 


Left: Pictured at the recent Illinois Hospital Association meeting are 
(L. to r.) David M. Kinzer, executive director of the organization; Rev. 
John Weishar, director of Catholic Hospitals, Diocese of Peoria and 
former president of IHA; and John P. Preston, director, Inter-Com- 
munity Hospital, Covina, Calif., president, Hospital Council of Southern 
California. Mr. Preston spoke on the uniform system of pricing services 
adopted by his organization. 
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Ted 0. Lloyd, executive director, Missouri Hospital Association; David 
M. Kinzer, executive director, IHA; and Lloyd W. Coe, executive 


; Was director, lowa Hospital A iation, It map of Illinois hospital 
presi- districts. Map symbols show number of hospitals and beds in each 
ween district, as well as the number of nursing schools and students enrolled. 
lat if hospital system because it has a workable and ac- 
oped ceptable alternative to a socialized hospital system. 
petal A symposium held Thursday afternoon explored 
hospital association programs. Moderated by Allen 
laced M. Hicks, administrator, Pekin Public Hospital, sym- 
vhich posium speakers included Edwin L. Crosby, M. D., 
cepts director, American Hospital Association; Ted O. 
orted Lloyd, executive director, Missouri Hospital Associa- 
es in tion; Lloyd W. Coe, executive director, lowa Hospital 
rs to Association; and David M. Kinzer, executive director, 
faced Illinois Hospital Association. 
—- At the annual banquet, Dr. Crosby spoke on the 
status Of relationships between hospitals and medi- 
y $e. cine. He stated that it is both the right and the re- 
‘itali- sponsibility of hospitals and physicians to develop 
tated any terms of service which are fair to patients and 
istra- which are designed to provide high quality care. 
and These terms of service depend on local conditions 
0SSi- and needs, and Dr. Crosby recommended that each 
tary doctor, administrator, and trustee ask himself, “What 


have I to fear if my objective is in the best interests 
of the patient?” 


Ata press conference held during the convention, re- 
porters quizzed principal speakers on Progressive patient 
‘are. Answering questions are (facing camera, |. to r.), 
Norman D. Bailey, executive director, Grant Hospital, 
Chicago; Dr. E. T. Thompson, chief, intra-mural research 
xtivities, U. S. Public Health Service; and Delbert L. 
Price, president. 
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The new president, Delbert L. Price, administrator, 
Children’s Memorial Hospital, Chicago, outlined the 
problems facing hospitals today. He remarked that 
hospital employees should be on a 40-hour work week 
and be paid a competitive salary, thereby improving 
hospital personnel programs so that employees will : 
not have to turn to a union for help. He mentioned 
that two hospitals had been struck in Chicago, and 
that organizational efforts were being made in 20 
others in the city and other communities in the state. 


Mr. Price recommended that member hospitals of ; 


‘the THA adopt a policy of “non-recognition” toward 


labor organizations now seeking to unionize em- 
ployees. He added that hospital trustees must not 
release any of their responsibility to groups which do 
not have patient care as their primary concern. 


The planning and financing of progressive patient 
care was discussed by Norman D. Bailey, executive 
director, Grant Hospital, Chicago; C. Norman An- 
drews, assistant director, Blue Cross Plan for Hospital 
Care, Chicago; and Dr. E. T. Thompson, chief, intra- 
mural research activities, U. S. Public Health Service, 
Washington, D. C. 

Mr. Andrews brought out a statistical presentation 
showing that the progressive patient care system now 
in operation at Grant Hospital is costing more than 
conventional treatment. In answer to his criticism, 
Dr. ‘Thompson, an advocate of the progressive care 
idea, remarked that the sole purpose of the system 
was improved patient care and that it is necessary to 
develop statistics from the experience of 321 hospi- 
tals operating the progressive system before cost evalu- 
ations could be made. 

New officers of the association were elected. They 
are Delbert L. Price, president; George K. Hendrix, 
administrator, Memorial Hospital, Springfield, pres- 
ident-elect; Norman D. Bailey, treasurer. Newly clec- 
ted trustees are Stanley F. Masson, director, Rockford 
Memorial Hospital; Roy A. Colwell, administrator, 
Memorial Hospital, Mattoon; Mortimer W. Zimmer- 
man, executive director, Louis A. Weiss Memorial 
Hospital, Chicago; and Emil O. Stahlhut, adminis- 
trator, Abraham Lincoln Memorial Hospital, Lincoln. 
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Problems of Hospital Utilization 


under Health Insurance 


Milton |. Roemer, M.D.* 


The costs of hospital care have been rising steadily 
in the United States for at least a hundred years, 
but public concern about it did not become acute 
until the great extension of hospitalization insur- 
ance. When rising costs became reflected not simply 
in big hospital bills for a small fraction of families, 
but in climbing insurance premiums for some two- 
thirds of the population, it was inevitable that public 
spokesmen should seek evidence of inefficiency or waste 
in the American general hospital. 

Insurance against hospital costs naturally made ad- 
mission to hospitals easier for both patients and doc- 
tors, and some use of a hospital bed for medically 
indefensible reasons was bound to occur. Although 
this has provided juicy newspaper copy for muck- 
raking writers, the weight and significance of such 
abuse dwindles to tiny proportions, when one con- 
siders the substantial medical and social reasons for 
a rising utilization rate of general hospitals under 
health insurance. 


In these remarks I should like to discuss with you 
briefly first the determinants of the hospital utiliza- 
tion rate; second, the role of the bed supply in a state 
or region; third, the true meaning and implications 
of rising hospital costs; and finally, some suggested 
conclusions for your consideration. 


DETERMINANTS OF THE UTILIZATION RATE 

Elsewhere, a colleague and I have analyzed in 
some detail the factors that determine the rate of 
utilization of hospital beds under insurance. (1) The 
decision to admit a patient to the hospital, and to 
keep hira there on a given day, depends on the 
convergence of three sets of factors—conditions in- 
volving (a) the patient, (b) the hospital, and (c) 
the doctor. We may enumerate these factors very 
briefly. 


The patient factors include: 


(1) The incidence and prevalence of illness. While 
infectious diseases have declined, we know 
that chronic illnesses associated with aging 
have greatly increased, and these require long- 
term hospitalization. 


(2) Altitudes toward illness. With higher educa- 
tional levels, people tend to seek more medi- 


{Presentation before the State of New York Joint Legislative Committee 
on Health Insurance Plans and its Advisory Committee, in New York, 
N. Y., on December 3, 1959. 


*Director of Research, Sloan Institute of Hospital Administration, Gradu- 
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cal care. There are also varying levels of 
anxiety about health. 

Costs of medical care to the patient. When 
ambulatory service must be privately financed, 
while hospitalization is insured, the latter 
will naturally be preferred. 

Marital and family status. Widowhood, di- 
vorce, living alone, and mothers at work all 
render medical care more difficult at home 
and favor higher use of the protective setting 
of a hospital. 

Housing and social level. The persistence of 
poor housing and other concomitants of pov- 
erty, combined with insured access to a clean, 
efficient hospital, will naturally lead the phy- 
sician to favor the hospital as a locale for 
medical diagnosis and treatment. 

hospital factors include: 

The supply of hospital beds. Widespread in- 
surance creates a level of medical judgment 
in which the supply of beds that exists will 
tend to be more or less fully utilized. More of 
this later. 

The efficiency of bed utilization. The com- 
plexities of hospital administration, staff short- 
ages, hours-of-work, etc., may create bottle- 
necks and delays in the work-flow and man- 
agement of Cases. 

Financing hospital costs. The prevailing sys- 
tem of hospital reimbursement by insurance 
plans, through per diem amounis, may create 
administrative incentives for maximum occu- 
pancy of a given bed complement. 


Availability of alternative bed facilities. The 
utilization of beds in a general hospital will 
inevitably depend on the supply of beds in 
nursing homes and homes for the aged, as 
well as the operation of organized home-care 
or home-help programs. 


Outpatient departments. The availability of 
prepaid diagnostic and treatment services in 
hospital outpatient departments will naturally 
influence the use of hospital beds. 


physician factors include: 

The supply of physicians. If the supply of 
physicians is relatively low and if they are 
extremely busy, doctors will tend to hospitalize 
more patients to save valuable time 
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(12) Method of medical remuneration. Fee-for-serv- 

ice payment methods have been demonstrated 
to create incentives for hospital admission, 
compared to other methods. 


(13) The nature of community medical practice. 
The feasibility of proper work-ups of patients 
in private offices or group clinics will influence 
the tendency to hospitalize. 


(14) Medical policies in the hospital. Early am- 
bulation, medical rehabilitation, prompt con- 
sultations, and other policies of a medical 
staff will affect the length-of-stay of hospital 
patients. 


(15) The level of medical alertness. The length-of- 
stay of long-term patients is influenced by 
the diligence of attending physicians, which 
may be influenced, in turn, by administrative 
procedures. 


(16) Medical teaching needs. The needs of clinical 
teaching may keep selected patients in a 
hospital for prolonged periods. 


Even this hasty summary of factors influencing 
the hospital utilization rate at any given time and 
place may be enough to suggest that the forces driving 
hospital utilization upward in the United States 
are manifold. On the other hand, “corrective” ac- 
tions to reduce it, if they are desired in the interests 
of economy, must come from diverse sources in the 
community or even in the nation as a whole. Only 
asmall fraction of the problem is soluble by actions 
that may be taken within an_ individual hospital 
or within a Blue Cross insurance plan. 


Not that such actions by individual hospitals or 
insurance plans are useless. Any administrative meas- 
ure to help assure wise and proper use of hospital 
beds is socially sound. Admission-and-discharge com- 
mittees on hospital staffs, development cf home-care 
programs, strengthening of outpatient departments, 
review of questionable cases by an insurance plan, 
organization of prepayment for home and office care 
by physicians, are eminently desirable as measures 
lor improvement and extension of medical care. They 
are likely to help assure the use of hospital beds for 
the cases most needing them, but it is not at all 


certain that they will reduce the over-all utilization 
rate, 


THE QUESTION OF BED SUPPLY 


The reason for this view is that, under widespread 
hospitalization insurance, the ultimate determinant 
of the utilization rate is the supply or ratio of hospital 
beds. The bed supply sets not only a ceiling on 
utilization, which is quite obvious, but it more subtly 
‘ts a floor as well, since the availability of a bed 
Will inevitably influence the judgment and decisions 
of busy doctors. This has been the experience in 
Canada, Great Britain, and throughout the world. 
We have shown it to be true in large measure also 
- the United States and in the counties of New 
York State, where insurance is not yet universal; and 
Isuspect the relationship of utilization to bed supply 
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falls short of a perfect correlation mainly to the ex- 
tent that important segments of the population are 
still not insured. (2) 


I do not mean to suggest that there is no top limit 
to the hospital utilization rate, if bed construction 
were endlessly expanded. There is surely a top limit, 
but we do not know what it is, nor has any country in 
the world reached it. In Saskatchewan, Canada, where 
the general hospital bed supply of 7.5 per 1000 popu- 
lation is almost double the United States’ average, 
the prevailing attitude of physicians and public in 
the thirteenth year of a universal hospital insurance 
plan is that there are not enough hospital beds 
available. 


Despite the many forces contributing to rising 
utilization of hospitals, the astonishing thing is that 
the over-all rate has actually risen so little. A recent 
summary of data by the Health Information Founda- 
tion shows that in the last twenty-five years, the hos- 
pital days used by 1000 persons in the United States 
have risen from 712 to 851 days per year, a rise of 
under 20 percent. Admission rates, of course, have 
increased more than this, but average length-of-stay 
has been greatly reduced, so that the net increase 
in patient-days has been surprisingly small. (3) 


The explanation, in my opinion, is that the days 
of care provided to the population can be no greater 
than the beds constructed. In the last quarter cen- 
tury, the supply of general and allied beds in the 
United States has risen from about 3.4 to 4.0 per 
1000 or a rise of hardly 20 percent. Thus, much of 
the new hospital construction has been necessary 
just to keep up with the growth in population. Be- 
cause of the ups-and-downs of illness and other fac- 
tors affecting hospital occupancy, moreover, the utili- 
zation rate is bound to be some 20 or 30 percent 
below the theoretical maximums of a given bed 
supply. 


The great hue and cry about excessive utilization 
of hospitals, therefore, simply does not jibe with the 
facts. Our own studies have shown very little out- 
right abuse. Examination of 1000 consecutive patient 
records in three upstate hospitals, by impartial phy- 
sicians, disclosed only about 4 percent of cases in which 
the occupancy of a bed did not seem justified by 
the diagnostic or therapeutic procedures given to the 
patient, and only about 5 percent in which the dura- 
tion of stay seemed excessive. Pursuit of the details 
of these cases with the attending physicians might 
reduce these figures to even lower levels. (4) 


When a hospital bed is used, there are in my 
opinion nearly always compelling reasons for it. 
It is rarely due to pure chicanery or extravagance. 
The reasons may not be explicable solely in terms 
of pathology. They may involve social causes or causes 
related to the pattern of medical care organization 
in the United States. Hospitalization is often a price 
we pay for poor housing or broken families and it 
may be, in some cases, a social cost of private, solo 
fee-for-service medical practice. 


(Continued on next page) 
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HOSPITAL UTILIZATION continued 

But even if we were to undertake the vast social 
changes required to modify these influences on hos- 
pital utilization, the ultimate determinant of the 
utilization rate—up to a ceiling nowhere reached— 
would remain in my opinion the supply of beds. 
I believe this because the reservoir of human need 
for health service is very large indeed. With tuber- 
culosis reduced, hospital beds are used for other 
chronic illnesses, for rehabilitation, for better quality 
psychiatric care. The potentialities of science in sur- 
gery, medicine, every specialty, are ever widening. 
The stresses of life are great, and the survival of 
people to their 80’s and 90’s creates an expanding 
need, now only meagerly met by nursing homes and 
homes for the aged. 


So long as this reservoir of unmet necd for hos- 
pitalization exists, the elimination of the occasional 
unnecessary admissicn will not result: in reduced 
utilization of beds. The bed freed of an “unnecessary” 
case will simply become filled with another patient. 
Home care programs and outpatient services have not 
been shown anywhere to empty hospital beds or 
reduce utilization; they have instead reserved the 
available beds for more appropriate patients—which 
is fine. But we should not be fooled into thinking 
that the community’s expenditure for hospital care 
has been thereby reduced. 


THE MEANING OF RISING COSTS 


Indeed, the whole level of hospital utilization has 
made only a minor contribution to the rising costs 
of hospital care which have preoccupied so many 
health leaders. While hospital days per 1000 persons 
in the last quarter-century have risen about 20  per- 
cent, the cost per patient-day has risen from about 
$5 to over $27, or more than 400 percent. (5) Simple 
arithmetic will show that the rise in national ex- 
penditures for hospital care in this period are, there- 
fore, attributable about 95 percent to the rise in 
per diem costs and only about 5 percent to the rise 
in utilization. 


The many reasons for this rise in the cost of a 
day of hospital care are not the subject before us 
today. Quite aside from inflationary factors, we are 
all familiar with the steady enrichment in the com- 
position of hospital service that these costs reflect. 
One need only mention the greater-than-doubling of 
stalf-to-patient ratios in general hospitals in the last 
twenty years. So far as the impact of utilization per se 
is concerned, however, there is one point that should 
be made. 


The costs of hospital operation for a given bed 
complement are mainly fixed. Salaries (67 percent 
of all costs), fuel, insurance, depreciation, are largely 
constant costs. Only food and drugs, and possibly 
some share of laundry costs, are variable--that is, 
rising or falling with changing occupancy. There- 
fore, a reduction in hospital utilization of a given 
bed complement saves very little in hospital expendi- 
tures. If—by very rigid policing—hospital days were 
to be reduced in a given institution by 10 percent, 
the over-all costs would not be reduced by this amount. 


The per diem cost of the balance of occupied beds 
would rise, and the over-all reduction in expenditures 
would be perhaps 2 or 3 percent. As a matte: of fact, 
this whole example is speculative, for the more likely 
consequence of a program to reduce “unnecessary” 
days of care, as suggested above, would be to replace 
them with “necessary” days of care to other patients. 

Three facts of hospital financing explain why al. 
most all countries with universal insurance or public 
financing of hospital care have given up the artificial 
per diem system of hospital reimbursement. They 
have replaced it with a budget system, by which the 
hospital is paid for its “readiness-to-serve.” js 
paid periodic amounts necessary to operate a given 
bed complement, almost independent of occupancy 
rate. Under such circumstances, the dependence of 
the utilization rate on the bed supply becomes crystal 
clear, and hospitals are financed in accordance with 
the complement of beds which they hold ready to 
serve the public—a supply which is determined in 
some objective way. 

Despite all the complaints about the rising costs 
of hospital care—and hence insurance premiums— 
let us keep in mind that the nation-wide expenditure 
for all health service, as a percentage ol national 
income, has remained amazingly constant over the 
years. In 1929, we were spending about 4.1 percent of 
net national product on health service; in 1957, with 
all the remarkable developments of medical science, 
with all the increases in the spectrum of personnel 
and facilities, it was only about 4.9 percent. (6) It 
is true that the hospital segment of the “medical 
care dollar” has increased from about 20 percent to 
33 percent nationally (or from about 14 percent to 
26 percent if one considers only family expenditures), 
but this is because many services which were formerly 
rendered in the home and doctor’s office, or not at 
all, are now rendered in the hospital. But the over- 
all impact of total health expenses on our national 
economic resources remains low. It is still less than 
expenditures on liquor and tobacco, and enormously 
less than the outlay for military purposes. 


CONCLUSIONS 


May I conclude these remarks with two thoughts 
for your consideration, one on bed supply and the 
other on financing. 

The United States is moving toward a time, in my 
opinion, when all or almost all the population will 
be encompassed under some form of hospital insur- 
ance protection. Even before that time is reached, 
however, the development of some form of public 
control over the supply and location of all hospital 
beds would be desirable. Except for the 25 percent ol 
beds built with federal Hill-Burton subsidy, this is 
now done by no state. Such public authority would 
provide the ultimate control of hospital utilization 
—far more effective than the most diligent adminis 
trative or professional measures possible within the 
walls of a given hosptial. 

But I would emphasize that this should not be 
interpreted to mean advocacy of a reduccd supply 
of general hospital beds. On the contrary, a serious 
public determination of the proper bed supply 
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each state or hospital region—under universal insur- 
ance coverage—would, I think, result in a_bed-to- 
jpulation ratio higher than we now have in any 
yea. The ultimate determination of this bed ratio 
yould be “how much hospital care can we afford 
io provide in order to meet health needs?” And this 
brings me to my final point. 


It is the individual, rather than the social, impact 
of health costs on economic resources that is so great 
-especially because these costs strike families unevenly 
and are disagreeable costs at best. ‘To cope with this, 
almost every country in the world has underwritten 
a major share of total medical costs with funds 
from general governmental revenues. In fact, the fa- 
vorite form of this support is governmental payment 
of the operating costs of hospitals. Some 80 percent 
or more of hospitalization costs in Europe are met 
from public funds and perhaps 90 percent on other 
continents. Hospitals, in other words, are deemed to be 
as deserving of solid public support as are schools. 
Canada has just launched a program of so-called hos- 
pital insurance, in which 50 percent of the total 
costs of general hospital care in the provinces is paid 
by the federal treasury. The share of governmental 
support of over-all health costs in the United States 
has, indeed, steadily risen and now stands at about 
20 percent of the total, but most of this goes for 
special categorical programs and the impact of gov- 
emmental aid on general hospitals remains slight. 

Whether utilization continues to rise, levels off, 
or declines, there is littke doubt that hospital costs 
asa whole will keep on increasing. The long-overdue 
improvement of hospital wages, hastened by unioniza- 
tion, is bound to cause this, even if technological 
changes do not. As insurance coverage becomes uni- 
versal, the desirability of shifting a larger share of 
hospital financing to the public sector of our economy 


will become more evident. And —as Canada and 
Europe demonstrate — this can doubtless be done 
without loss of motivation or quality in local hos- 
pital administration. In fact, all the evidence suggests 
that the substantial underpinning of hospital operat- 
ing costs with public funds in other countries has 
permitted hospital boards and administrators to con- 
centrate on patient care rather than fiscal problems, 
and has clevated the quality of hospital performance. 
If this pattern of financing should come to prevail 
in the United States, the problems of hospital utiliza- 
tion and hospital costs will fall into proper per- 
spective. Instead of attacks and counter-attacks on 
“who is to blame” for the costs of hospital care, 
attention could be directed to the development of 
medical and administrative measures which will as- 
sure the wisest use of an optimal supply of hospital 
beds. 
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Planning and Equipping An Administrative 
Department for 50, 100 and 200 Bed 
General Hospitals * 


Part Il 


@ The business office is required to integrate all 
fnancial matters of the hospital into one account- 
ing system, therefore, its function projecis into all 
phases of the hospital operation. One of the princi- 
pal duties of the office is to produce accurate records 
of expenditures and receipts for use by the govern- 
ing board and the administrator. Various accounting 
methods such as punch card and manual and machine 
posting are used to prepare these records. Incomplete 
and imprecise records are of no use to the governing 
board or administrator for they cannot be analyzed 
to evaluate hospital operation in terms of current 
events for future planning. Such inadequacy often 
stems from initial allocation of insufficient office 
space, equipment, and personnel to maintain a re- 
sponsible accounting system. Whereas a hospital pro- 
gram may include detailed operating procedures for 
other departments, a written program for the busi- 
ness office is frequently vague. However, by pre- 
establishing workloads, duties, and performance re- 
quirements, the planning committee of the new 
hospital can develop in detail.a program for the new 
business office. The committee will seek to answer 
such questions as: How many persons will be re- 
quired to perform the work? Hew shall the work be 
performed? What equipment and space will be needed 
to efficiently carry on the duties of the office? How 
can the hospital provide for consumer satisfaction? 
From this projected program, a schematic plan and 
an equipment list may be derived. 


To better understand what is required for the 
office, let us first itemize its functions. 
A. Receive revenues and expend funds. 

1. Maintain accounts receivable records in 
conformity with good accounting practices. 
Control all financial transactions through 
a system of records which maintains account- 
ability of funds. 

Prepare payrolls, payment of salaries and 
other remunerations. 

Prepare and make payment of accounts pay- 
able. 

5. Maintain necessary statistical records. 
Prepare budget and maintain accurate sub- 
stantiating documents. 

Prepared by Alex M. Milne, Chief, Equipment Planning Branch and 

James G. Williams, Hospital Administrator, Division of Hospital and 

Medical Facilities, Public Health Service, Department of Health, Education 


and Welfare, Washington, D.C. Mr. Williams is now Administrator, Tift 
County Hospital, Tifton, Georgia. 
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Prepare and maintain reports and statistics re- 
quired by the administrator, governing board, 
and related departments of the hospital. 
Perform other functions frequently assigned to 
the business office, such as information, tele- 
phone service, and clerical work. 

A further explanation of the five functions out- 
lined above is required so there will be a fuller 
understanding of equipment needs. 

A. Receive Revenues and Expend Funds. 

In describing this function, areas for work per- 
formance must be delineated. Income shall be derived 
from such sources as services to patients, donations, 
contributions, rents, salable services and commodities, 
gift shops, tuition fees, and meals. Accountability 
must be provided for funds from each of these 
sources. ‘To provide for this, certain records and 
accounts should be established to reflect the receipt 
of these funds. 

Classifying the patient’s account by services re- 
ceived gives him the hospital’s charges in the form he 
prefers. Except in the few hospitals which provide an 
inclusive rate plan, it is the accepted practice that a 
patient’s account be itemized into charges for indi- 
vidual services such as room service, x-ray service, 
operating room, drugs, laboratory, and delivery room. 

To process such a variety of charges has presented 
the hospital with the problem of work methodology 
in the accounting department. Proper organization of 
work flow must then be created. 


DELIVERY OF CHARGES 
The first consideration is designing the charge sys- 
tem. Second consideration is preparation and form 
of charge ticket (e.g. who will do it — nurse — ward 
clerk — technician?, who will price it?). The third 
consideration is the receipt of the charge slip from 
the charge station itself. How shall this charge slip 
be delivered to the office? Three methods of delivery 
are generally used in hospitals. They are: hand-carry, 
pneumatic tube, and intercommunication systems. 


(a) The hand-carry method of delivery of charges 
may be conducted by regularly assigned mes- 
sengers or, in small hospitals, by personnel 
from the business office or the charge station. 
This method requires constant supervision to 
avoid lost or late charges. In planning a facili- 
ty of 100 beds or more, the use of equipment 

(Continued on next page) 
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ADMINISTRATION 
for delivery service rather than the hand-carry 
method would be desirable. 


continued 


(b) The pneumatic tube has been used effectively 
in 100-bed hospitals and above. ‘The installa- 
tion cost has limited its use in the past, but 
larger institutions where distance between 
stations is a major factor have used this method 
effectively for many years. If the pneumatic 
tube system is selected as the desirable method 
of transmitting charges, a receiving station for 
the tubes in proximity to the posting and bill- 
ing clerk is desirable. The size of the pneumatic 
tube system will be determined by the number 
of charge stations using the system. The pneu- 
matic tube’s versatility may be increased by 
designing the system to transport records from 
remote admission areas and to deliver small 
supplies [rom one department to another. 


(c) The intercommunication system is used in some 

hospitals for transmittal of charges and orders. 
‘ A popular system now being used in some hos- 
pitals is a transmitting machine that records 
simultaneously on a receiving machine in an- 
other area of the hospital. Located at various 
stations, these machines tend to expedite trans- 
portation of messages between departments. 
secause this type of intercommuncation system 
generally requires contract maintenance service, 
it is limited to areas which have such service. 


METHODS OF POSTING 

When the method of delivering charges has been 
chosen, the method of posting — manual or machine 
—must be determined. Numerous articles have been 
published in hospital magazines evolving around con- 
trol, accuracy, and time-saving features of machine 
posting. A survey conducted by the American Hospi- 
tal Association and published in the October 1955 
issue of Hospitals indicated that out of the 203 hos- 
pitals surveyed, 100 percent of the hospitals con- 
taining 200 or more beds had posting and_ billing 
machines. The percentage of other hospitals having 
such machines or planning to purchase them in- 
cluded: 94 percent of the 100-199 bed hospitals, 
77 percent of the 50-99 bed hospitals, and 22 percent 
of the hospitals with less than 50 beds. According to 
the survey this demand reflects both the growing 
desire for improved accounting methods and_ the 
availability or more versatile equipment adaptable 
to hospital use. Also, the hospital is required to pro- 
duce records reflecting good accounting practices for 
its patients, governing board, and others. 


A few years ago, all that was required from the 
small and some larger hospitals was a statement of 
cash received and cash disbursed during the account- 
ing period. However, having become accustomed to 
the efficiency given by modern accounting methods 
in other businesses, the consumer of hospital services 
now demands better business methods in hopitals. 
An accurate and detailed accounting procedure is 
necessary to produce records reflecting such accounts 
as reserve for bad debts, depreciation, allocation of 
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prepaid expense, detailed breakdown of income and 
expenses, temporary fund accounts, plant lund ac. 
counts, general fund income accounts, and general 
fund expense accounts. To produce these required 
records and to keep pace with the public's constant 
dcmand for more information, machine bookkeeping 
is being installed in an increasing number of hospi- 
tals. As a result, it is apparent that if machine book. 
keeping had not been adopted, more personne! would 
be necessary to complete the work. Therclore, cost 
of administration, which averages 12 percent of hos- 
pital expenses, would be much larger. 


ACCOUNTING EQUIPMENT 


The amount of posting to be done is proportional 
to patient load, the accounting system and the needs 
of administration. ‘Thus, the load should determine 
whether a manual or a mechanized system shall be 
used. A small hospital of less than 50 beds may be 
jusuhied in purchasing a posting machine il there is 
an active Outpatient department requiring numerous 
accounts and transactions. In a hospital of 50 beds 
and above, it is felt that machine posting is justified. 


The average business office in a 50-bed general 
hospital employs one part-time and four full-time 
employees.s ‘The part-time employee is usually used 
to relieve other office workers during time oll and to 
assist in the office wherever he is needed. Lhe other 
four full-time employees usually handle administra- 
tion, admission, accounting, medical records, tele: 
phone, information, etc. 


The average 50-bed hospital has a daily average 
of 36 patients and a dismissal rate olf five patients 
per day.’ Assuming that each of the 36 patients re- 
quires three daily entries to his account, then 113 
posting procedures would be required during an 
eight-hour day. If manual posting is used, an estimated 
10-12 minutes per patient in the hospital would be 
required for posting and reconciliation of patients’ 
accounts. ‘This includes daily totals for the income 
register and sorting and arriving at predeicrmined 
totals against charge slips. An estimated 10) minutes 
would be required for each of the average ol 5 dis- 
missals during the day.! Using the above estimates, 
the manual system would require eight hours posting 
time each day for patients’ accounts. On the other 
hand, if the machine method were used, totals, post- 
ing and proofing would be done automatically. The 
time saved will allow the same person to post to 
other accounts such as accounts payable and payroll. 


A machine should be equipped with multiple ac- 
cumulators, for part of the economy of operation is 
lost if the machine accumulates and records only one 
total at the end of the posting period. As can be 
visualized, manually, “breaking out” from the one 
total the totals for various departments to post 
the daily income register consumes more tine than 
the mechanical performance of this task. \|though 
both the single and multiple accumulator machines 
give the desired advantage of legibility, only the 
multiple accumulator machine provides time- 
saving feature of separate departmental totals at the 
end of the posting period. 
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As mentioned previously, when planning the pur- 
chase o! a posting and billing machine, consideration 
must be given to its usage for accounts other than 
patients receivable accounts, such as to accounts 
payable, payroll accounting, inventories and daily 
ind monthly ledgers. Also, the forms for each pro- 
cedure must be designed for machine use. 


The expense accounts may be posted by the cashier- 
bookkeeper or by some other person familiar with 
the procedure. If machine posting is used, rather than 
purchase an additional machine, an attachable multi- 
purpose bar may be used to accommodate the posting 
of accounts other than accounts receivable. For ex- 
ample, if a machine is used, accounts payable records 
(including the voucher register, remittance check, 
and check register) are printed in one posting opera- 
tion. Where manual posting is used, several postings 
are necessary for the same result. Similarly, the 
machine may be equipped to handle payroll. 

In summary, the multiple purpose posting machine 
with multiple accumulators and multipurpose —ac- 
counting bar is desirable for the hospitals with 50 
beds or more. Hospitals with 100 beds and above 
may find it advantageous to have more than one. 


CASHIER 


The provision made by the hospital in planning 
the cashier's office where the patient may pay his 
account appears to be the least considered aspect of 
the business office in hospitals of all sizes. If the 
hospital has established good relations during his 
visit, yet flounders in this final contact, its established 
good relations will suffer. 


Questions that may be asked concerning the plan- 
ning of the payment area for the business office are: 
Where is the most convenient area in the business 
ofice for the payee to pay his account? Shall the 
patient or relative require privacy, or will a cashier's 
window in the corridor suffice? What shall be done 
about late charges? Will periodic statements be de- 
livered to the patient’s room? How many copies of 
the account shall be prepared for periodic statements 
and third party pavees? Answers to these questions 
may make the difference between success and failure 
of patient relations. 

The cashier’s section of the business office should 
be in a location convenient and reasonably accessible 
to all payees. Occasionally, hospital accounts have not 
been paid because the section is relatively inaccessible 
to the patient traffic area. An example of a non- 
paying patient would be the clinic or emergency pa- 
tient who is directed to the cashier's section, but 
conveniently fails to find the place to pay his bill. 
The cashier's section should also be planned to give 
office personnel reasonable proximity to all accounts 
receivable records and to the person approving credit, 
discounts, allowances, etc. 

In larger hospitals it may be desirable to provide 
auxiliary cashiering service or other special service 
for outpatients in areas of the hospital not close to 
the cashier's office. 
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Some hospitals have found it advantageous to issue 
a receipt to the patient at the time of dismissal for 
that portion of the bill which is completed, with the 
understanding that the completed statement, along 
with late charges, if any, will be mailed at a later 
date. This method allows business transactions to 
be handled speedily and assures that all late charges 
will be entered on the account. However, disadvan- 
tages are: (1) that some patients will want the com- 
pleted statement immediately upon payment, requir- 
ing the business ofhice to check each department for 
late charges so that a final posting can be made to 
his account; (2) that when accounts are not paid in 
full because of late charges entered after discharge, the 
unpaid portion is occasionally uncollectable. 

The desire for privacy may require the hospital to 
plan a cashier's alcove or office for the payee during 
final computation of his account. The alcove may 
include desks and chairs rather than a cashier-type 
counter, This arrangement will give the payee a 
feeling of personal attention rather than that of being 
just another account. Of course, the ultimate aim for 
all business office managers is to have the patient’s 
account complete at the time he is dismissed, but this 
is not always possible. But, regardless of whether the 
account is complete or incomplete when the payee 
arrives at the cashier’s office for settlement, com- 
fortable waiting space should be provided for his 
last contact with the hospital. .\s mentioned pre- 
viously, the pneumatic tube or intercommunication 
system can be utilized to minimize delay of charges 
reaching the cashier's desks. 

The number of duplicates in machine or manual 
posting is determined by the distribution of copies. 
The hospital must prepare a ledger account tor hos- 
pital files in addition to the patient’s copy of the 
account. It may also wish to prepare copies for 
periodic billing of patients while in the hospital, for 
accounts receivable, for periodic mailing after the 
patient leaves the hospital, etc. If this is accomplished 
in one operation, time will be saved for other posting 
procedures. 

Whether remittance is controlled by cither manual 
or machine method, it will affect equipment and 
space planning. The manual method requires only 
a receipt book or other handwritten device which 
would provide one or more copies of the original 
receipt. The machine method requires either a cash 
register or a mechanical tabulating receipt machine 
which presents a lock-tape to be checked against the 
day’s receipts and a printed receipt of cash for each 
transaction. To safeguard the hospital’s interest, 
planners should consider the possibility of manipulat- 
ing handwritten receipts by the consumer and /or 
employee in determining which system is to be used. 


B. Prepare Budget and Maintain Accurate Substantiating 
Documents. 

This is related to function “A” inasmuch as income 
and expense may be posted in one section of the 
business office. However, if one machine cannot ade- 
quately carry the workload of the office a separate 

(Continued on next page) 
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ADMINISTRATION continued 


section with an additional posting machine will be 
necessary. Purchase of an additional machine would 
be justified only when the workload is determined 
for the hospital. 

The principal purpose of the budgeting section is 
to collect and analyze statistics in order to project, 
as accurately as possible, the future operation of the 
institution. These statistics are presented to the 
governing board by the administrator when he pre- 
sents his program for the coming fiscal period along 
with his recommendations for capital expenditures, 
reduction of deficit, if any, and any other related 
information. The principal pieces of equipment 
needed for this section are calculator, desks, chairs, 
and typewriter. 


The size of the hospital determines who shall per- 
form the statistical duties for the hospital. For 
example, in hospitals of less than 100 beds, statistical 
duties may be combined with duties of the cashier- 
bookkeeper and the medical record librarian. 


C. Prepare and Maintain Reports and Statistics Required 
by the Administrator, Governing Board, and Related 
Departments of the Hospital. 


This function is generally performed through co- 
operation of the medical records department and the 
accounting section of the business office. The com- 
pleted product of cost analysis, income analysis, etc., 
is the duty of the comptroller, the business office 
manager, or the administrator, depending on the size 
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The survey, based on 600 injections, showed total cost for 2cc 
re-useable interchange syringe and needle for each injection to be 
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Actual hospital survey shows: 
INTERCHANGEABLE SYRINGES COST LESS 
TO USE THAN DISPOSABLES BY 2 TO 1 


Disposable syringes cost you TWICE AS MUCH to use as re-use- 
able ones! Figures proved this in a *survey made at a leading uni- 


of the hospital. In planning, the specihc statistic, 
and reports which will be required lor presentation 
must be determined so that the mechanism to pro- 
vide that information may be established. 

In some hospitals, certain advantages have been 
found in supplying the medical staff with analytical 
reports emanating from the business office. The 
governing board periodically requires reports and 
statistics in order to gauge the operation of the hos. 
pital; the administrator requires reports to keep 
abreast of the entire scope of the hospital’s operation. 
Also, reports should be submitted to department 
heads concerning the operation of their respective 
departments. These reports are required by some 
hospitals for purposes of comparison and /or analyti- 
cal appraisal of each department’s operation. The 
equipment needed to carry out this function will be 
a calculator, typewriter, typewriter stand, office desk, 
and office chair. 

D. Perform Other Functions Frequently Assigned to the 
Business Office Such as Information, Telephone Service, 
Clerical Work. 

An information service should be located near 
the main entrance of the hospital to be available to 
incoming trafhc. Frequently, this service is combined 
with switchboard service in hospitals with less than 
200 beds. The combination is logical since telephone 
operators are familiar with patients’ condition and 
patients’ census and usually relay this type of infor- 
mation to callers. If the volume of both switchboard 
and information work proves too great for one person, 
more employees or volunteer workers will be neces: 


syringe. Qualified hospital personnel said, ‘‘The ground glass syringe He 
is of much better quality and is much more satisfactory to use than 


disposable syringes’. 


In accordance with Eisele’s policy of offering a complete 
line, there will be disposable syringes available after the 


first of the year. 


EISELE & COMPANY 


METAi TIP 


GLASS TIP LUER-LOCK TIP 


Also price ng needles 
hypodermic 
other hospital 


109 Spring Street 
Nashville, Tennessee 
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gry with additional space to accommodate them. The 
umber of personnel needed may be determined by 
the amount of telephone trafic and number of 
sations installed. The equipment needed for this 
ection will be a paging system, switchboard, doctors’ 
in and out register, visible file for patients’ index, 
and (corresponding to size of admission desk index), 
posture chair. 

By evaluating the functions, we should now be 
in a position to determine space and equipment re- 
quirements for the hospital. For example, in the 
30-, 100-, and 200-bed hospitals, we have determined 
that to carry out the workload of the office, certain 
equipment is required. The 50-bed hospital will 
perform functions similar to, but on a smaller scale 
than the 200-bed hospital. For example, in the larger 
hospitals one duty may be assigned to each person 
whereas in the smaller hospital a combination of 
duties may be assigned to one person. 


To illustrate and assist in planning, the number of 
ofice personnel will be projected to determine the 
equipment and space needed for each of the three 
sizes Of hospitals. 


Personnel usually required to staff the office of 
the 50-bed hospital will be as follows: 

Cashier-bookkeeper 

Combination information, telephone 

operator, and clerk-typist 2 (plus 1 relief) 
Taking the number of personnel needed and _ their 
functions, it is evident that admission, information, 
and switchboard must either be adjoining or in the 
same location. Another possibility which is just as 
leasible and offers similar economy of combination 
of duties would be to plan medical records and ad- 
mission close to each other. Information, telephone 
operator, and clerk-typist will require space for a 
switchboard, information counter, and typist’s desk. 
The cashier-bookkeeper will need space for account- 
ing machine, separate desk, and printing-type calcu- 
lator. The posting and billing section should be 
located away from the switchboard to avoid the noise 
of machine operation which may interfere with com- 
munication, etc. So that volunteer or part-time work- 
ers may be useful to the hospital, adequate space and 
equipment must be provided. Generally, an office 
table and a typist’s desk would be required for the 
additional help. Over-all space should also provide 
lor accounting machine, ledger files, typist’s desk, 
ofce table, safe or vault, and filing cabinets. 


The 100-bed hospital needs two offices to carry 
out its function: one office for posting and billing and 
the other for the accounting section. This business 
office staff usually consists of: 

Accountant-business manager 1 
Posting-billing clerk and cashier 2 
Bookkeeper 
Clerk-typist 2 

3 


Information-telephone operators (plus 1 relief) 


It is easy to see that even in this size hospital, com- 
bination of duties for personnel is still apparent. The 
witchboard and information activity is generally 
‘mbined, but space and equipment must be pro- 
vided for volunteer and part-time workers who may 

assigned to this section during the busy time of 
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day. This section should be located away from the 
posting and billing section, but near the main en- 
trance to the hospital. Equipment needed includes 
an information counter, office table and switchboard. 
The accounting section should be separate from 
the posting and billing section of the office to provide 
the maximum of working comfort and to promote 
operational efficiency. The noise created by the post- 
ing and billing machine usually is disturbing to mem- 
bers of the office staff unless provision is made for a 
partition or other separating enclosure to minimize 
the noise. Consequently, in the accounting section, 
it will be necessary to provide space for an accountant, 
a clerk-typist, and a part-time worker. To accommo- 
date the personnel, space will be needed for: 
Double pedestal desk 
Filing cabinets 
Office table 
Storage closet 
Typist’s desk 
The posting and billing section must provide space 
for posting and billing clerk and clerk-typist-cashier. 
Space should be provided for: 
Filing cabinets 
Office table 
Portable ledger file trays or tub files 
Posting and billing machine 
Pneumatic tube station 
Remittance control machine 
Typist’s desk 
Vault or safe 
Waiting space for payee 
The 200-bed hospital, having more employees, pro- 
vides a greater distinction of duties and functions. 
This size hospital should have individual sections 
for information, switchboard, controller, business 
office manager, secretarial, posting and billing, cashier, 
and accounting. Space and equipment are determined 
by the number of personnel needed to staff these 
sections. For example, the prototype 200-bed general 
hospital> indicates the following staff is needed: 
Business manager and controller...» 
Cashier 
Clerks (statistical, i 
Information clerk 
Posting and billing 


Clerk-Stenographer 
Telephone operators 3-4 


payroll, etc. 


In addition, space and equipment should be consid- 
cred for volunteer and part-time workers. 

Information space equipped with a counter, sort- 
ing desk, and patients’ index must be located in the 
line of incoming hospital traffic to render the most 
efficient service. Some hospitals have found it desir- 
able for the information office to adjoin the telephone 
switchboard section. Such an arrangement depends 
on whether the hospital intends to have duties of the 
two offices interchangeable or if each section is to be 
fully staffed during the 24-hour duty period. 


The switchboard section should be located in an 
area which shall receive little disturbance from other 
hospital activities. Space is needed for switchboard, 
patients’ index, and paging system equipment. 


The posting and billing section should be located 
in a separate room near the cashier's section. The 


(Continued on next page) 
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ADMINISTRATION continued 


two accounting machines necessary for this size hos- 
pital may be located in the same room, one being 
for accounts receivable and the other for other ac- 
counting functions. Noise may be less disturbing if 
the area is soundproofed or the machines are located 
away from the main corridor and the other account- 
ing functions of the office. Equipment includes three 
desks, two accounting machines, portable ledger files 
or tub files, filing cabinets, pneumatic tube station 
and office table. 

The cashier's section may include desk or counter 
arrangement for payment of bills and remittance 
control machine. If desks are used, a minimum of 
two desks are needed. Waiting space with comtortable 
chairs is essential to provide comfort to the payee 
while his account is being settled. 

In the accounting section of the office, space must 
be provided for two typist’s desks, double pedestal 
desk, office table, filing cabinets, record storage closet, 
vault, calculator, and tub files. Space should also be 
allocated for part-time and volunteer workers. 


The business manager's or controller's office should 
provide space for a double pedestal desk, bookcase, 
calculator, office table, and two visitors’ chairs. The 
ofhice should be convenient to the accounting section 
and cashier's section. 

The secretary's office should provide space for the 
typist’s desk, filing cabinets, and small waiting area 
within the office. This office should be planned to 
adjoin the business manager’s office. 


SUMMARY 

In planning the business office the planners’ first 
step should be to broadly define its functions. Next, 
organize it into various sections. Then, ascribe specific 
duties to staff members. 


— —— STAFFING 

Administrative Department staffing in hospitals 
does not conform to a set pattern. The number of 
personnel needed varies in each hospital. Some of the 
determining factors include the personnel’s capa- 
bilities of performing more than one task and finan- 
cial resources of the hospital. However, to plan the 
administrative department the building committee 
must decide, prior to construction, how many persons 
will be needéd to adequately staff the department. 
By doing this, work areas may be designated and 
space relationship may be planned when one person 
is expected to perform more than one duty. 

To illustrate more clearly the planning of an 
administrative department the number of personnel 
found in the various size hospitals are used as 
criteria. 

The 50-bed hospital employs an average of seven 
administrative personnel including one person in 
medical records. This is based on an average occu- 
pancy of approximately sixty-four percent. 

In order to determine space and equipment we 
have designated duties for the various staffs: 


Information persons (two shifts) 


Switchboard ) 1 relief 
Cashier ) 1 person 
Posting ) 
Bookkeeping ) 1 relief 
Clerical V2 person 
Admitting ) 
Medical Records ) V2 person 
Administration ) 1 person 
Accounting ) 
Purchasing ) 


The 100-bed hospital averages between nine and 
ten employees to perform administrative duties4 
This number is based on an average census of ap. 
proximately 72 percent. Assuming that an average 
of 18 employees will staff the administrative depart. 
ment, the following duties of personnel may be pro- 
jected as follows: 


Admission ) 1-2 persons 
Cashier ) 2 persons 
Posting and Billing ) 
Bookkeeper ) 2 persons 
Accountant ) 
Office Workers* ) 2 persons 
(Relief for other office ) 
workers in addition to ) 
clerical work) ) 
Medical Records Rh, 3 persons 
(Additional clerical ) 
help may be drawn from ) 
office workers) ) 
Administrator ) 2 persons 
Purchasing ) 
Secretary ) 1 person 
Telephone operators ) 3 persons 
Information ) 1 relief 


*One worker may be assigned as a storeroom clerk. 

The 200-bed hospital employs an average of 30 
administrative personnel, including an average of 
4 to 5 persons in medical records. This is based on 
an average occupancy of approximately 77 percent? 


The classification of personnel duties would be: 


Admissions - 7 2-3 persons 
Telephone 3-4 persons 
Information 2 persons 
Medical Records 5-6 persons 
Cashier 


3-4 persons 


) 
Posting and Billing >) 
Business Manager ) 

) 


n 
Comptroller perse 
Insurance clerk persons 
Administrator 


2 

1 person 
Assistant Administrator 1 person 
Purchasing agent - 1 person 
Stenographer 3 persons 
Store Room Clerk 1 person 
Office Clerk ) 2 
Relief Workers ) 
Social Worker 2 persons 
(There is a trend towards having a public relations 
person and a credit manager.) 


persons 


This presents organization and staff patterns usually 
found in general hospitals of these size groups. It does 
not present nor recommend in detail, specific methods 
and accounting procedures. There are excellent reler- 
ences available on the latter. 

Adequate equipment for the administ:ative staff 
is essential to the hospital’s function, regardless of 
size. The suggested equipment for various sized hos- 
pitals is listed in Part III of this series. 

(Full reference bibliography will be provided at com 
clusion of three-part series.) 
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Temperature Controls 


@ Regular maintenance of your automatic temper- 
ature control system is the best guarantee that it will 
function satisfactorily over a long period of time. 
When failures occur in the system, controls often are 
blamed when the cause is more apt to be inadequate 
maintenance. 


To guide administrators and maintenance personnel 
in obtaining top performance, the manufacturer of a 
pneumatic control system* offers these tips: 


1) Do not allow room occupants to adjust thermo- 
sats promiscuously. A designated person, such as the 
maintenance engineer, should be responsible for mak- 
ing such adjustments. Continual readjustment hamp- 


es good control. 


2) Replace immediately covers and cover screws 
found missing on thermostats. An uncovered thermo- 
stat can easily be thrown out of calibration by an 
unauthorized person. 


3) Before making adjustments on any part of the 
pneumatic control system, read the instruction form. 
In some cases it will prevent needless work. 


4) Set up a routine maintenance schedule for the 
equipment. This should include weekly, monthly, 
and annual check-ups. 


Air Compressor and Lines 

Once a week, the air filter traps and compressor 
tank should be drained. At least every three months, 
or oftener if dusty conditions prevail, the air intake 
filter should be removed and cleaned with a solvent. 


The drive belt should be inspected once a week 
for wear and slippage. 


The oil level in the compressor motor should be 
checked once a week, with more added if necessary. 
Drain and replace oil every three months. 


Thermostats 

Before the heating system begins, or once a year, 

the calibration of every room thermostat should be 

checked against a reliable thermometer. Calibration 

structions should be read before any changes are 
made in thermostat operation. 


One or more spare room thermostats should be 
awailable for service replacement. 


The mixed air thermostat, which determines how 
Much outside air is blended with inside return air, 
should be checked to see that the set point will provide 
adequate ventilation cooling (55 degrees is common). 

Ventilators, Convectors, Radiators 

Once every three months, or more often under dusty 
Wnditions, the air filters in ventilators and condi- 
Honers should be cleaned or new ones installed. Per- 
manent filters can be vacuumed or washed. Disposable 
filters should be replaced. 


“Powers Regulator Company, Skokie, III. 
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Unit valves should be checked for tight close off 
and ease of operation. If valve does not close tightly, 
remove valve assembly at the bonnet and check con- 
dition of disc and seat for any foreign matter. Worn 
discs made of composition should be replaced at once 
to avoid seat damage. 


Packless valves need no lubrication. 


In hot water systems, air vents should be installed 
at the top of risers and other points, such as radiators 
and coils, where trapped air can prevent water flow. 
These vents should be opened to remove entrained 
air twice during the heating season, and again each 
time the system is filled. 


The purpose of a unit ventilator is to introduce 
outside air for ventilation and cooling in addition 
to heating with steam or hot water. The fan dis- 
charge temperature when on _ ventilation cooling 
(commonly called “low limit” temperature) should 
be checked each heating season when outdoor tem- 
perature is 30 degrees or below. 

To check the low limit temperature, turn room 
thermostat to its lowest setting. The discharge tem- 
perature should be 8 to 10 degrees below normal 
room temperature (60 degrees is common). If neces- 
sary, readjust setting of low limit control. 


Steam Traps and Strainers 

On steam heating systems, traps and_ strainers 

should be checked and cleaned once a year, usually 
before the heating season begins. 


Dampers 

The motor should be checked for binding, loose 
linkages, and freeness of operation once a year. Link- 
age bearings should be lubricated with SAE 20 oil. 


Blade bearings should be lubricated with SAE 20 
oil once a season. 


Outside air dampers are usualiy controlled by an 
electvo-pneumatic (EP) valve which opens the damp- 
ers when the circulating fans start. The EP valve 
should be checked to see that when the fan is not 
running, the dampers are closed. 


Valves 

Most valves used on steam and water lines, other 
than those on room units, have stem lubricators. 
To adjust these for proper lubrication, back off the 
packing nut slightly, tighten lubricator nut until 
packing nut cannot be loosened further with fingers, 
then tighten packing nut into bonnet finger. 

If overheating or overcooling occurs, the system 
should be checked for air supply failure, leaks, or 
valve obstructions which prevent proper closing. 

Underheating or undercooling is seldom due to 
the temperature control system. The heating or cool- 
ing plant itself should be checked when trouble of 
this type occurs. 
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@ Out-of-town patients visiting Boston physicians or 
hospitals now are assured of hotel room accommo- 
dations at all times in the city’s Statler Hilton Hotel. 


A program of preferred room accommodations and 
therapeutic dietary control, at the physician’s or hos- 
pital’s request, benefits patient and outpatient visi- 
iors as well as the medical profession. 

The new services were initiated last March after 
it was discovered that several non-hospitalized pa- 
tients had been unable to obtain reservations at the 
hotel during their stay in Boston. 


World-renowned as a city of expanding medical 
facilities, Boston’s room accommodations for hospi- 
tal outpatients and out-of-town visitors requiring 
ests and observations have not always kept pace pro- 
prtionately. By reserving a block of rooms exclu- 
sively for the use of patients, their families and ac- 
companying guests, the Statler hopes to provide some 
of the necessary accommodations. 


In working out plans for the new services, the hotel 
management conferred with members of the Mas- 
sachusetts Hospital Association, Metropolitan Hospi- 
tal Council, The Massachusetts Dietetic Association 
and The Massachusetts Medical Society. 


The program was handled in strict accordance 
with medical ethics. No public promotion was per- 
mitted at any time. The new type of service was 
announced in the Massachusetts General Practice 
News, the official publication of the Massachusetts 
Chapter, American Academy of General Practice. 
Reprints of this announcement were then mailed to 
Massachusetts physicians, along with an application 
for a physician’s personal identity card. 


More than 1200 requests for physician’s identity 
cards piled up on the Statler mai! desk within a 
week following the mailing. 


Since special room accommodations are available 
only on the request of the attending physician or 
hospital medical director, these identity cards are 
serially numbered. Each physician passes the num- 
ber on to his patients, who refer to it when making 
toom reservations. 


The second feature of the program— therapeutic 
dietary control — is directed by the hotel’s own ther- 
apeutic dietitian. 


Sugar-free, salt-free, fat-free or specifically pre- 
tibed diets may be ordered through Special Room 
sevice. These are prepared in the hotel kitchen 
under the direction of a professional advisory coun- 


il. Prices are the same as for the regular room ser- 
vice menu. 


_ Thus far, the hotel management reports, interest 
obtaining room reservations has been greater than 
lM special diets. A study of response, conducted by 


the hotel from May through September, revealed the 
following: 


The majority of referrals and requests for these 
«ccommodations came from clinics. There was a 
‘potty response from individual physicians for room 
‘ccommodations. 


FEBRUARY, 1960 


Hotel 
Provides 
Outpatient 


Accommodations 


Request for diet service, although of widespread 
interest in the initial stages of the program, actually 
produced no more than 10 percent of the total re- 
sponse. 

Following the initiation of the service, the months 
of May and June averaged about 15 requests for 
preferred room accommodations, July and Angust 
slackened, and September and early October picked 
up with requests averaging around 20 per month. 


Clinics and private physicians have expressed their 
satisfaction with the new service as they no longer 
are faced with delay in booking patients during peak 
travel periods. 


Physicians have used the preferred room accom- 
modations service as an emergency measure and have 
extended many compliments to the hotel manage- 
ment for its public service attitude. 


D. M. Stanbro, manager, in expressing his pleasure 
with the program’s reception, said, “It is gratifying 
indeed to have played a part in helping solve a pub- 
lic emergency need. The staff of the Statler Hilton 
appreciate the cooperation and enthusiastic response 
of Massachusetts’ physicians to our public service 
program.” 
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By David H. Tarlow, C.P.A. 


Senior Partner, D. H. Tarlow & Co. 


Hospital Accountants and Auditors, New York City 


Q. What breakdown should be made in our ac- 
counting system for Income and Expenses with re- 
lation to our School of Nursing? 


A. With respect to income, we would list the fol- 
lowing: 
a. From Earnings— Tuition Fees, Text Books, 
Breakage, etc. 


b. From Grants — List donor or agency. 


With respect to expenses, the following is indi- 
cated: 


a. Direct —Instructors’ Salaries, Text material, 
etc. 


b. Indirect —Cost of Living-In per student. 


Q. If depreciation is taken only once a_ year, 
wouldn’t per-diem cost statements be distorted if 
such are being furnished semi-annually? 


A. We assume that you capitalize replacements if 
you treat depreciation as an operating expense. Obvi- 
ously, then, your operating statement on a monthly 
or semi-annual basis would be out of line. We would 
suggest that you record depreciation for buildings 
and equipment on a monthly basis by means of a 
fully explained General Journal Entry. 


Q. Would you recommend a time clock for a three 
hundred bed hospital with 580 full and part time 
employees? 


A. Our recommendation would be an emphatic “yes” 
for all employees except department heads. This 
system is still the best method in use for internal 
control of payroll. 


Q. In establishing the basis for statistics required 
in the laundry for cost analysis would you recom- 
mend that we weigh soiled laundry or clean laundry? 


A. We have found that soiled laundry weight offers 
a better guide for managerial control. It not only 
produces the units you need for cost analysis, but 
also provides management with a basis of compari- 
son with commercial laundries. 
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Q. This letter is to request an opinion and sugges 
tions on the proper presentation of our Statement of 
Operations and Balance Sheet. Our Statement of Op. 
erations and Balance Sheet are prepared and pre. 
sented monthly to the Board of Directors, and semi. 
annually to the auditors, in July and January. These 
reports follow the standard hospital accounting 
methods. Our Balance Sheet does not show funds do. 
nated and raised for use by the hospital; these are 
reported in our Treasurer’s report which accompan. 
ies the monthly report. If the funds were shown in 
these two reports, the net result would show an ex. 
cessive gain, rather than a deficit. 


An important contributor to the hospital has re. 
peatedly questioned our accounting practice of not 
including the contributions and gifts in our Balance 
Sheet and Statement of Operations. I may mention 
that my Board does not agree with the critic. How. 
ever, they will accede to modern hospital accounting 
practice. May I further request any literature or text 
on this subject. 


A. In reviewing the listing of hospitals in the AHA 
journal we note that your institution is listed as a 
voluntary, non-profit community hospital. As such, 
you: are seeking to bring the best possible medical 
and surgical care to your patients at the least pos- 
sible cost. It is quite possible that your charges for 
services are too high. Anent your question, the 
Board is not the owner of the hospital, the com- 
munity is. They are entitled to a complete report 
of the stewardship of public moneys. Any report 
must include ALL income as well as ALL expense. 
As a matter of policy, a summary of your annual 
audit report should be presented to the community. 

With regard to text material on the subject we can 
refer you to Section 2 of the American Hospital 
Association’s manual on Bookkeeping Procedures 
and Business Practices for Small Hospitals. Pages 
110 and 112 show a proper Balance Sheet Presenta- 
tion. Page 116 demonstrates an Income and Ex- 
pense Summary — Statement of Operations — which 
clearly stipulates that general contributions MUST 
be included. We are inclined to believe that your 
auditors would object to the present procedure if 
their names are used in the report to the public. 


Q. Are there any accepted definitions of what con 
stitutes an inpatient hospital admission? 


A. The following should answer your query: 


a. American Hospital Association: An inpatient 
is a person who occupies a hospital bed, crib or 
bassinet while housed in the hospital for ob- 
servation, care, treatment, or diagnosis. 


b. Cleveland Hospital Council: A hospital it- 
patient admission should be recorded for each 
patient occupying a bed, crib or bassinet while 
receiving hospital care. Each re-admission 's 
to be counted as a new admission. 


c. It is to be noted in the event that guests, friends 

or relatives of the patient, stay overnight m 
the hospital, such are not to be counted % 
admissions. 
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TWIN-LIGHT 


for 
Major Surgery 


Full Dual Light Control . . . Optimum Shadow Reduction 


Many complicated surgical procedures require a 
twin light system. With the Castle Twin-Light, 
surgeons get the benefit of this lighting principle 
plus several important advantages. An outstand- 
ing feature is the centrally located snap-on 
sterile control handles. These permit the surgeon 
to control size of light pattern from a wide 10” 
field to a 6” spot . . . te control placement of 
pattern .. . and to adjust beam intensity to his own 
seeing requirements. The circulating nurse may 
also make these adjustments by remote control. 


The twin lights may be grouped for massive 
wound coverage or positioned independently. 
Independent cross lighting at wound gives best 
penetration of recessed cavities, with maximum 
shadow reduction. 


Wall mounted intensity controller permits selec- 
tion of from 1000 to 10,000 foot-candles, giving 
illumination tailored to surgeons’ requirements. 


LIGHTS AND STERILIZERS 
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Three curved panels of ““Kyro-Lux’’ heat-absorb- 
ing glass, enclosed and concealed within optical 
assembly, allow maximum light transmission with 
a comfortably cool beam, color corrected to 
4000° Kelvin. 


New suspension system has lights mounted on 
9-foot lengths of enclosed tracks . . . surface- 
mounted or recessed. All wiring and remote con- 
trol mechanism concealed in single arm reflector 
yoke. Vertical adjustability of lampheads is spring- 
counterbalanced, with no need for hazardous 
counterweights. 


WILMOT CASTLE COMPANY 
1803-2 E. Henrietta Road, Rochester 18, N. Y. 


Gentlemen: Please send us full information on Surgery 
and OB Lights. 

CL] We are renovating our surgeries. 
We are building. 
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SUMMIT, NEW JERSEY 
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Consultant's Corner 


By John G. Steinle 


Q. Our Board is interested in knowing how com- 
pletely we meet our responsibilities as the Health 
center of the community. Do you have a check list 
which we could use to evaluate how effectively we fill 
this role? 


A. Following are the services which have been pro- 
vided by some hospitals and which are closely related 
to preventive medicine. These services are a good 
criterion of how effectively a hospital functions as 
the health center of the community. 
1) Personnel health program including pre-em- 
ployment and annual physical examinations. 


2) Routine chest X-ray examination for both 
in- and outpatients. 


3) Health education program especially for 
ward and outpatients. 


4) Glaucoma testing (where indicated). 
5) Prenatal clinic. 

6) Well-baby clinic. 

7) Home care program. 


8) Admission and discharge review by a com- 
mittee of the medical staff. 


9) Ambulatory diagnostic consultation 
service for low and middle income families. 


10) Active liaison with the local health depart- 
ment. 


11) Accident prevention program. 
12) Mental health clinic. 


Q.Is it feasible to have an outpatient psychiatric 
tervice without a formal inpatient service? Can psy- 
chiatric patients be cared for in regular medical and 
surgical rooms without the necessity of having a sep- 
aate psychiatric unit? Should the psychiatric service 

4 separate department or can it function adequately 
under medicine?. 


A. It is not feasible to have an outpatient psychiatric 
‘vice without an organized inpatient service. Ordi- 
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narily, an effective outpatient psychiatric service is 
dependent on the psychiatrists in the community. Ex- 
perience has demonstrated that physicians are re- 
luctant to provide services to an outpatient unit when 
they do not have the benefit of private beds for their 
patients. There is perhaps no area of medicine that 
requires a continuing combination of inpatient and 
outpatient services as psychiatry. For example, in 
many instances, it is reported, the psychiatric patient 
requires a period of observation as an inpatient, con- 
tinued treatment as an outpatient and then a further 
period of inpatient care followed by additional out- 
patient services. 

Ten outstanding psychiatrists queried on the sub- 
ject expressed the belief that an outpatient psychiatric 
service without an organized inpatient service has 
little value. 


In small hospitals where there is no organized de- 
partment and where the work load will not justify a 
minimum psychiatric unit of 15 beds it may be neces- 
sary to have “mixed services.” A few, but by no means 
the majority, of psychiatric specialists recommend a 
mixed service in preference to a specialized depart- 
ment. 


Those advocating the mixed service point out that 
with the use of tranquilizers the specialized unit no 
longer is as important as formerly. The problem of 
the mixed service is that it does not permit the con- 
centration of skills such as the psychiatric social 
worker, psychiatric nurse, therapists and psychologist. 
The optimum size specialized psychiatric unit is from 
20 to 24 beds. 


If there are board psychiatrists on the staff it is 
preferable to have an organized and independent 
psychiatric department. One of the most valuable 
roles of the psychiatrist in the hospital is that of 
consultant and teacher to the other members of the 
medical staff. This function may be inhibited if the 
psychiatrist is subordinated to the department of medi- 
cine. There are enough restricted attitudes toward 
psychiatry by the hospital staff without the further 
limitations of inter-departmental frictions which so 
often occur, for example, between medicine and sur- 
gery. 
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@ Veterans Not Exempt 


@ Considerable discussion has arisen from time to 
time over this legal question: What debts of a dis- 
abled war veteran are exempt from pensions paid to 
the veteran? 


A few weeks ago a higher court went into con- 
siderable detail with respect to the application of 
the usual United States and state exemption law. 
In this particular case the veteran was incompetent, 
and therefore the suit involved his guardian. 


For instance, in State Department v. De Baker, 
88 N.W. (2d) 22, a United States statute was liti- 
gated which provides that payments of benefits to 
a disabled veteran shall not be assignable, and such 
payments made to a beneficiary shall be exempt from 
taxation; shall be exempt from the claim of creditors; 
and shall not be liable to attachment, levy, or seizure 
by or under any legal or equitable process what- 
ever, either before or after receipt by the bene- 
ficiary. 

The testimony showed that one Anton, a war 
veteran, was duly committed to the Winnebago 
State Hospital as a public charge of the State by 
the county court of Portage County. He was pro- 
vided with care and maintenance until he was trans- 
ferred to a Veterans Hospital. 


Anton’s guardian had on hand the sum of 
$1,380.21 received as Veterans’ Disability Benefits 
from the Veterans Administration. 


The Winnebago State Hospital sued the guardian 
to recover payment for hespital services rendered 
Anton. Anton’s guardian argued that this money 
was exempt, by the above-mentioned United States 
statute, from payment of debts owed to the hospital. 


It is interesting to observe that the higher court 
held that this United States statute does not apply 
to a claim by a hospital for care and support to an 
incompetent veteran while such veteran was confined 
to a mental institution, and under guardianship. 
This court said: 


“It was the duty of the guardian to disburse 
the veteran’s benefit payments as received for 
the current support of the veteran.” 


This higher court went on to explain that this 
law is not applicable to pensions received from both 
the United States and the state by a disabled or 
incompetent veteran before his guardian was ap- 
pointed. In this respect, the court said: 


“We base our conclusion, that the State 
cannot enforce its claim for support furn- 


Review of Hospital Lawsuits 


By Leo T. Parker 
Attorney at Law 


ished prior to the appointment of the guardian 
against pension benefits in the possession of 
the guardian, upon the federal Veterans’ Ex. 
emption Statute rather than that of the State.” 


For comparison, see Flanagan, D.C. 1940, 31 F. 
Supp. 402. Here the United States district court held 
that veterans’ disability payments and pensions were 
not exempt from enforcement of a divorce decree 
for past due alimony in behalf of the veteran's wife. 
In its opinion, the federal court stated: 


“The judgment for alimony is not a debt in 
the ordinary sense. The enactment of these 
statutes had as their purpose, at least in part, 
to insure the public against the pauperism of 
the recipient of the benefits or that of his 
dependents. A divorced wife is a dependent 
no less in the status created by the divorce 
decree than in that fixed by the marriage 
bond. Congress did not intend to put such 
benefits beyond the reach of a divorced wife.” 


And again, see Murphy’s Committee, 236 N.Y.S. 
343. The testimony showed that one Murphy was 
a veteran who was supported in a state mental 
institution. The state had no option but to accept 
an incompetent veteran into its mental institutions 
and support him, even though no contract existed 
to pay the expense thereof. 


This higher court held that the hospital could 
recover for services rendered the veteran, although 
the testimony showed that his guardian had refused 
to pay for the services. The court said: 


“In our opinion, claims reasonable in 
amount and based in good faith on the sup- 
port and maintenance of the incompetent per 
son after the appointment of the committee 
(guardian) may be deemed to be obligations 
incurred even though there be no express 
agreement by the committee (guardian) in 
advance to pay them and may therefore be 
paid out of the funds received from the gov 
ernment under the provisions of the World 
War Veterans Act.” 


—-Not Liable for Ordinary Negligence 


A higher court has rendered an unusually impor 
tant decision that if a corporation causes an injury 
to another person while the latter is performing 
work without pay, the former is not liable in damages 
unless the testimony shows that the injuries Tf 
sulted from gross negligence. 
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For instance, in Bagley v. Burkholder, 149 N. E. 
(2d) 143, Massachusetts, the testimony showed that 
aman named Bagley asked one Burkholder to help 
him move an automobile. Burkholder did this and 
Bagley was seriously injured due to Burkholder’s 
negligence in backing the vehicle onto him. Bagley 
sued Burkholder for heavy damages. 


Since the testimony showed that Bagley’s injuries 
were causes by ordinary negligence, not gross neg- 
ligence, and Burkholder was assisting Bagley without 
compensation, the higher court refused to hold Burk- 
holder liable, and said: 


‘Defendant (Burkholder) had entered upon 
a gratuitous undertaking for benefit of plain- 
tiff (Bagley) and could not be held liable 
for injuries sustained by plaintiff (Bagley) 
upon showing of ordinary negligence.” 


This court explained further that Burkholder 
would have been liable in damages to Bagley for 
his injuries if the testimony had proved that Burk- 
holder had acted grossly negligent. In this respect, 
the court said: 


“There was here no evidence which would 
warrant a finding of gross negligence, which 
must be based on conduct of the defendant 
(Burkholder) amounting to an ‘aggravated de- 
gree of culpability.’ ” 


Passenger Assumed Risk 


A few weeks ago a higher court held that when a 
person has knowledge of defects in a boat, or other 
vehicle, the hospital owner never is liable in dam- 
ages for death or injuries to the passenger caused 
by such defects. 


For illustration, in Tipton v. Day, 154 N. E. (2d) 
174, it was shown that one Tipton was a passenger 
in a fourteen foot rowboat owned by a_ hospital 
corporation and powered by an outboard motor. 
The boat had a capacity of four persons. 


About 2:00 a.m. one morning the boat, loaded 
with six persons, was crossing a lake; a motorboat 
approached from its right and passed some distance 
in front of it. The lake was choppy; the waves pro- 
duced by the motorboat were of such proportions 
that they went over the bow of the rowboat causing 
it to become filled with water and its occupants 
were thrown in the lake. Tipton was drowned and 
his dependents sued the boat owner for heavy 
damages. 

In holding the latter not liable, the court said: 


“The decedent appeared to be well informed 
as to the size of the boat, its equipment and 
the manner in which it acted when in oper- 
ation. The decedent knew that the boat did 
not have adequate lifesaving devices. He also 
knew, from the previous crossing, the amount 
of water the boat drew when loaded with six 
persons. It was under these conditions that 
he assumed the risk which he knew or in the 
exercise of ordinary care should have known 
to be dangerous.” 
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ELIMSTAPH *2 
ciestroys 
Staphylococci, 
other bacteria 
as it cleans 
your floors 


Boasting a phenol coefficient of 33, Germicidal 
Floor Cleaner ELIMSTAPH #2 disintegrates 
the entire Staph organism. 


Kills most other known pathogens, 
spores and fungi on contact. Residual, it continues to 
kill as long as it remains on the floor. Eliminates 
odors by destroying the source of putrefaction. 


SAVES YOU MONEY, TOO. Colorless, 
odorless ELIMSTAPH #2 gets rid of dust and 
deep down dirt — leaves floors sparkling-clean. 
A little goes a long way. You use only one oz. 
per gallon of water. No wonder so many Administrators 
specify it as their Primary Floor Cleaner. 


Equally effective on walls, doors, furniture, © ? 
toilets, showers, garbage cans, mops, 
pails, brushes. It will cost you nothing to test 
ELIMSTAPH #2 against your present 
germicide. Mail coupon today for 
Free Sample and full information. 


Walter G. LEGGE Co., Inc. 


Dept. ,101 Park Ave., 
New York 17, N. Y. 


Walter G. LEGGE Company, Inc. 
Dept. HT-2, 101 Park Ave., New York 17, N. Y. 


Branch offices in principal cities. In Toronto—J. W. Turner Co. 
(1 Rush Sample and full information on Elimstaph #2. 

(CD Have a LEGGE Representative phone me for an appointment. 
Name 

Hospital 


Address_____ 
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Weighs only 161/, Ibs. 


Complete with Yankaver 
suction tube and 
utility wrench 


COMPARE THESE FEATURES 


@ Totally enclosed heavy duty motor... 
requires no lubrication... rubber mounted to 
insure quiet, vibrationless operation 


@ 32 oz. suction bottle 
Perfectly balanced... 
easy fo carry 


e Simple filtering system...suction gauge 
and regulating valve 


@ Durable finish... Sklar two-tone baked enamel 


LONG ISLAND CITY, N. Y. 


Sklar Equipment is available through 
accredited surgical supply distributors 


HOSPITAL TOPICS 


Senator 
his own 
to tren 
the bre 


at w...A Really PORTABLE Aspirator 
SHE JUNTOR TOMPKINS 
Cat. No. 100-65 aad 
year, 
that 
insti 
New 
Hos 
4 Dec 
indi 
nied 
elig: 
Unc 
(ane 
of | 
Q Blu 
(Kes PRODUCTS am 
me 
sar 
of 
| on 
| 


Senator Metcalf’s analysis of developments in 
his own state and others offers valuable clues 
to trends of concern to everyone working in 
the brood oreas of health and medical care. 


Health Insurance Newsletter 


By State Sen. George R. Metcalf* 


Health Coverage In The Billions. The Health In- 
surance Institute reported in December that more 
than 123,000,000 Americans paid 1,200 insurance or- 
ganizations $5,900,000,000 for protection against the 
cost of possible illness and injury during 1959. The 
same report indicated New York led all other states 
in insured population, with 90.5 percent of its resi- 
dents covered. 


The coverage throughout the country was pro- 
vided, the report stated, by 706 insurance companies, 
83 Blue Cross and 66 Blue Shield plans and more 
than 400 other health plans. These agencies paid 
out a total of $4,700,000,000 in benefits during the 
year, it is reported. This figure is about five times 
that paid out in 1949. 


These and other statistics are contained in the 
institute’s “Source Book of Health Insurance Data.” 


New York’s Blue Cross Widens Benefits. Associated 
Hospital Service of New York, Inc., announced in 
December that it will no longer bar enrollments of 
individual employees. Membership was formerly de- 
nied to those who worked for a company that was 
tligible for a group plan but had not-set one up. 
Under the new ruling, individuals who are employed 
(and under 65 years of age) may enroli for all exist- 
ing Blue Cross and Blue Shield coverage except the 
Blue Shield General Medical Plan in which groups 
of 26 or more employees are required. 


* * * 


Blue Shield Ad. United Medical Service, New York 
City’s Blue Shield Plan, took a two-thirds of a page 
advertisement in the New York Times of December 
16 to announce the results of a survey conducted 
among its subscribers. Among questions reportedly 
included was one inquiring whether Blue Shield cov- 
rage in the area should be broadened to include 
mental health. Reportedly, only two percent re- 


sponded that they considered such coverage neces- 
sary. 


In this connection, it is pertinent to recall some 
of the testimony presented at one of three hearings 
on the insurability of mental illness coverage con- 
ducted during 1958 by the State of New York Joint 
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Legislative Committee on Health Insurance Plans. 
William M. Holt, M.D., Psychiatrist-in-Chief, Albany 
Hospital, declared: 


“I say it is the nature of mental illness that the 
people who suffer it and the families who suffer are 
largely voiceless because of the stigma. They wish 
to conceal the fact of such an illness. If I were to 
say, supposing medical and surgical insurance today 
excluded venereal coverage, how many people would 
go clamoring, saying, I want venereal coverage . . .? 
They won't because of the stigma. The same applies 
to mental illness. It does not mean there is not a 
need recognized by the families.” 


* * * 


Gaps Closing in Health Insurance. Both Group 
Health Insurance and United Medical Service (New 
York City’s Blue Shield group) acted during Novem- 
ber to broaden their medical and surgical coverage. 

Under the new agreement, some 800,000 Blue 
Shield subscribers with annual incomes between $4,- 
000 and $6,000 will receive, at no extra cost, care of 
premature infants, radiation therapy for benign con- 
ditions, diagnostic X-ray and pathology and 30 days 
of hospital care for tuberculosis, nervous and mental 
diseases. Increased allowances also will be provided 
for 15 serious medical conditions. 

But what is perhaps of greatest signifiance is GHI's 
new provision for level benefits and premiums for the 
retired. Under the new set-up, members of groups 
will be allowed — with no physical examination — to 
convert to a direct payment contract with the same 
scope of benefits as they enjoyed while a member of 
the group. In addition, they will pay, while covered 
under a direct-payment contract, the community 
group premium rate. 

It will be recalled that the New York State Joint 
Legislative Committee on Health Insurance Plans has 
been attempting, virtually since its inception, to in- 
duce commercial health insurance companies to pro- 
vide this particular feature, so far without success. 


In addition, the new GHI contracts will extend cov 
erage to the aged and retired, protect babies from 
birth, insure out-of-hospital diagnostic X-ray and 

(Continued on next page) 
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HEALTH INSURANCE continued 


laboratory tests to strengthen preventive services and 
permit prompt diagnoses in sickness, and 30 days of 
care in a general hospital for psychiatric conditions 
(including chronic alcoholism and drug addiction.) 
* * * 

Unused Health Insurance. A “significant proportion” 
of persons with insurance covering semiprivate ac- 
commodations in voluntary hospitals do not use it, 
a report of the Hospital Council of Greater New 
York pointed out. Possible zeasons cited were: 


Some lack insurance for physicians’ service and 
go to the wards in order to obtain it; some are ig- 
norant of the fact they have hospital insurance 
or do not understand its provisions; some “know or 
fear their hospital insurance benefits will not cover” 
the total hospital bill; some continue a habit de- 
veloped before they had the insurance; some are re- 
ferred by physicians lacking hospital staff appoint- 
ments; a relative shortage of semi-private beds. 


Corrective measures suggested included better ed- 
ucation, broader benefits for both hospital stay and 
physicians’ services and a higher ratio of semi-pri- 
vate to ward accommodations. 

* * * 
Labor States Views On Health Insurance. Promin- 
ent spokesmen for organized labor made their view- 
point known to the State of New York Legislative 
Committee on Health Insurance Plans on the oc- 
casion of the Committee’s meeting, early in Decem- 
ber, with its Advisory Committee in New York City. 


“We in the labor movement have had a long ex- 
perience with health problems,” Harry Van Arsdale, 
president of the Central Labor Council, pointed 
out at the meeting. “We have seen members’ entire 
life savings swept away by one illness, of them- 
selves or in their families.” A 


Union welfare programs, it was pointed out by 
Jay Rubin, speaking as chairman of the Hospital 
and Medical Care Committee of the Central Labor 
Council, “have been of enormous benefit not only 
to the organized workers, but to the community 
as a whole. They resulted in reducing the total of 
relief cases based on illness by perhaps 50 percent.” 


But now, he said, increased costs of the welfare 
plans are threatening their very existence. 


“In plain language,” Rubin said, “the danger 
has arisen that unless some over-all solution is found, 
some welfare funds may have to cut their services 
through lack of money to carry them on. That is 
why it is of the utmost importance for the state 
to begin concerning itself seriously with the matter. 
For if the state doesn’t help, the result may be that 
the ultimate costs will have to be borne by the com- 
munity — city and state—in the shape of a vast in- 
crease in relief cases.” 


Louis Hollander, of the Amalgamated Clothing 
Workers and chairman of the New York State AFL- 
CIO Executive Council, said the Rockefeller admin- 
istration has a “golden opportunity” to do something 


48 


constructive on health insurance and restore the 
state’s leadership in social legislation. The United 
States as a whole, he said, is far behind some othe 
countries, notably those in Northern Europe, in this 
field. 

Charles S$. Zimmerman, general manager of the 
Joint Board of the International Ladies’ Garmen; 
Workers Union, said the ILGWU had in one yea 
been faced with increases in Blue Cross and Blue 
Shield premiums amounting to nearly $1,000,000 a 
year for coverage for 55,000 members. 


Morris Iushewitz, secretary of the Central Labor 
Council, charged that the voluntary system of health 
insurance is on the verge of bankruptcy because of 
rising costs. 

* * * 


Mental Coverage No Problem in Texas. Scope mag. 
azine reports on the success Blue Cross of Texas has 
had with the inclusion of mental illness coverage, on 


the same basis as physical disorders. Highlights of 
that report: 


—Costs of providing benefits to members hospi- 
talized for mental illness totaled only three percent 
of all payments — $594,363 of $22,209,000. 


— Average hospitalization for a member with 
mental illness was 18.1 days, as against 5.2 days for 
all other illnesses. 


— Hospital benefits were provided to 214,19% 
members in 1958. A total of 3,283 were hospitalized 
with mental or nervous disorders. 


The plans officials predicted the cost of extending 
benefits to treatment for mental illness will decrease 
rather than increase in the future as medical science 
discovers new methods to shorten the treatment. 


“Coverage of mental illness has never been a prob- 
lem to us from a financial standpoint,” said W. R. 
McPee, Director of Blue Cross in Dallas. “We feel 
that our members are glad to pay the higher cost, 
which amounts to only about three percent increase, 
for the benefits they receive.” 


* * * 


“Program For Action” For Blue Cross. In an address 
prepared for delivery before the Blue Cross Associa- 
tion in Chicago, Basil C. MacLean, M.D., association 
president, observed, in part: 


“In my judgement Blue Cross cannot survive the 
social and economic impact of the developments 
we can reasonably expect in the decade of the 1960s 
unless a far stronger program than exists today, 
and one more clearly oriented to public interest, 
is aggressively developed and_ effectively imple 
mented. 

“The competitive, dollar-oriented insurance indus- 
try cannot accomplish the objectives that have been 
assigned yoluntary prepayment even if all but a 
few companies are forced out of the picture by com 
petitive factors. I find no validity in the idea that 
Blue Cross, acting in partnership with the insul- 
ance industry will produce the required pattern 
of community-wide service. There is no alternative 
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jor Blue Cross except to strive toward the goal of 
grving all segments of the community in a manner 
consistent with prevailing public interest. 

“1am of the opinion that the limit on benefit 
days, whether it be 120, 365 or 730, is psychologi- 
ally and economically wrong — medical need for 
hospital care alone should determine the available 
benefit days and there should be no barrier to fre- 
quent discharge and readmission for long-term or 
chronic illness. Substitution of “medical need for 
hospital care” for current limits on benefit days 
yould undoubtedly reduce the total days of care 
provided Blue Cross subscribers . . . 


“No group with Blue Cross protection should be 
forced to buy another type of hospital benefit to 
feel adequately protected.” 

* * * 


Financial Resources Of The Aging. The tenth of a 
ries of monographs in the general area of health 
insurance released by the Health Information Foun- 
dation was distributed in December. This latest, en- 
titled, “Financial Resources of the Aging,” by Ethel 
Shanas, Ph. D., presents findings in a study con- 
ducted in the spring of 1957 when 1,734 persons 65 
years old and over, constituting a random cross-sec- 
tion of all older persons in the United States (except 
those in institutions) were interviewed. In the sum- 
mary contained in the monograph, it is noted that: 


“Four of every five older persons had some kind 
of assets, although not necessarily liquid assets. The 
major assets held by older people were a home or 
real estate, and savings. Should it be necessary to 
make expenditures for medical care as large as $500, 
two of every five older people would draw on their 
savings to cover all or part of such expenses, and one 
of every six would pay such expenses in whole or in 
part from current income. On the other hand, two 
of every five older people (one-third of the men and 
almost half of the women) would mortgage property, 
borrow on life insurance, ask help from their chil- 
dren, turn to public assistance or charitable aid, or 
simply say, as did one of every ten respondents. “I 
just couldn’t pay such a bill.” 


* * ak 


Dental Plans Confer With Blues. Representatives of 
two non-profit dental care prepayment groups op- 
trating in the New York City area met in New York 
City on December 9 with Blue Cross-Blue Shield 
leaders in the state under the auspices of the Joint 
Legislative Committee on Health Insurance Plans. 
Purpose of the meeting was to explore the advisa- 
bility of establishing contractural relations with the 
Blues to avoid duplication of facilities common to 
both plans. These were designated as sales, adminis- 
vation, claim processing, etc. 


Spokesmen for Dental Insurance Plan and Group 
Health Dental Insurance indicated their interest in 
‘uch an arrangement to Blue Cross-Blue Shield rep- 
fesentatives from New York City, Syracuse, Buffalo 
and Albany. It was agreed that the proposal would 
be Placed on the agenda of a Blue Cross-Blue Shield 
meeting scheduled in Albany for December 28-29. 
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INSTRUMENTS 


LET US QUOTE ON YOUR NEEDS! 


COMPLETE STOCKS 
We are one of very few real instrument 
houses remaining in the U.S. We im- 
port direct from makers abroad, we make 


instruments, we are instrument spe- 


cialists. We can supply what you want 
from stock — NOW! 
a5 HIGHEST QUALITY SINCE 1837 


If you want hardware, don’t come to us. If 
you want the best, let us quote. 


WOCHER’'S 


THE MAX WOCHER G SON CO. 
609 COLLEGE ST. CINCINNATI 2, O. 


FIRST CHOICE of NURSES 
“MARVELLA” 


Nurse’s Surgery Cap 


Easy Fit... Cool... 
Comfortable 


Choice of colors and fabrics. Ideal 
for Operating Room, Delivery 


“Pat. No. 2,666,925 
Write for Illustrated Catalog 


Hollywood Turban Products Co. 
1104 S. Wabash, Chicago 5, Ill. 


Room, Laboratory, Nursery. 


NO SNARLS—NO KINKS — NO WASTE, 


When You Use 
Stainless Steel 
*Steri-Spools in 
Halliday Wire Cutting 
Bes Dispensers 


Wire sizes 18 to FO BGS 


THE SUTURE 
IN YOUR FUTURE 
If your dealer cannot supply, 
write to the manutacturer— 


THOMAS W. HALLIDAY 
911 N. WESTMOUNT DRIVE 


*Trade Mark Registered LOS ANGELES 46, CALIF. 


“SAFE-BAND” RESTRAINT 


FOR WRISTS, WAIST, _ 
ANKLES, ARMS ‘ 


A gentle restraint that prevents 
jury. e easiest type to apply 
or remove. “Safe Band” per- 
mits a limited amount of 
movement to avoid that ‘“‘pris- 
oner’’ feeling that patients 
dread. de of smooth, long 
wearing nylon wit irplane 


type buckle. Write for circular. 


$975 At vour beaters! 
OR WRITE TO: 


DUXE PRODUCTS 205 Keith Bidg., Cincinnati 2,0. 
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PICS 


CLEANLINESS AND ISOLATION, since the middle ANTISEPSIS brought a surgical dressing satu- THE DRY STERILE DRESSING proved more 


of the 19th century, have proved to be cardi- rated with an agent that would combat wound versatile, more convenient, less traumatic... 
nal principles in the treatment of wounds. contaminants. the concept of asepsis was born. 


sed 


STEAM 
of ma 
new $ 


Now-a pre-pack that delivers 


New S-E Pack opens in one simple motion. 
Keeps dressing sterile from package to patient 
—never touches torn, unsterile edges. 


_ For the first time in aseptic technique, a packaged dressing 

approaches the ideal. It is known as the S-E Pack. 
Examine one soon. You'll find its value is immediate— 

and immeasurable—in the fight against staph infections. 


Saves time, labor and money 
With this surprisingly simple wrap, one motion of the hand 
opens the package and presents a completely aseptic gauze 
or cover sponge. It touches neither hands nor unsterile 
surfaces, not even a torn edge of the package. No strings, 
no scissors. You merely pull a tab. 

Another valuable benefit of the S-E Pack is economy. 
The savings are conspicuous after only a few days’ use. 
Time is gained, labor is spared, fewer sponges are wasted. 

For true asepsis as well as significant savings, see your 
Curity representative. 


Cuiity’ 
S-E PACK 


You simply peel back one flap and the sponge is ready. You have 
complete control. Dressing is tucked in pocket... easy to hold, 
easy to reach. And one hand is still free. Curity now provides 
Cover sponges in 4” x 3” and 4” x 4”, and a gauze sponge in 
4” x 4” in the new S-E Pack. 


THE KENDALL 
BAUER & BLACK 


DIVISION 
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STEAM STERILIZERS, while enlarging the range THE CANISTER further helped to facilitate the THE PRE-WRAPPED, PRE-STERILIZED DRESSING 
of materials which could be sterilized, brought transportation, storage and dispensing of improved technique and convenience, saving 
new speed and needed dependability. sterilized dressings. time and labor. 


sterile dressing 
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The New Look that 
Saves Steps 


by Alfred A. Mannino 


} EXECUTIVE DIRECTOR, HOSPITAL DEPT. 
McKESSON & ROBBINS, INC. 


In my recent trip around the country visiting hospital 
pharmacies, I found that along with the growing im- 
portance of the pharmacy operation has come a tre- 
mendous awareness of the need for modernization pro- 
grams. Often, the increased demands upon hospital 
pharmacies simply could not be met protitably and 
efficiently without modernization. Over and over again, 
I was struck with the way in which scientific moderni- 
zation had overcome what had previously seemed like 
insurmountable problems of size, space, and of course, 
money. It’s one thing to plan a modern pharmacy for a 
new hospital and quite another to transform existing 
pharmacies into ones capable of meeting vastly in- 
creased responsibilities. 


Perhaps the most outstanding example of moderniza- 
tion I saw is what has been done at a 1,000-bed mid- 
western hospital. You can well imagine what a challenge 
a hospital of that size presents for any pharmacy. The 
Hospital Administrator, Chief Pharmacist and the rest 
of the staff realized the need for modernization, but 
were faced with a real problem. The size and location 
of the pharmacy was fixed; there was no additional 
space available. What’s more, the area involved was 
extremely inconvenient—a long, narrow space. 


So there it was, a difficult modernization problem in a 
hospital so large few companies could handle it. 


Knowing what you want from your hospital phar- 
macy is the first step in any modernization program, 
so the Administrator and Chief Pharmacist spent many 
hours defining the end result they wanted. Then 
McKesson took over. One of our design consultants 
studied the traffic flow in the pharmacy and made a 
detailed traffic flow chart of the pharmacy operation. 
Only with this blueprint of existing conditions could 
the design consultant have the basis for scientific mod- 
ernization. 


The next step was a thorough analysis of the proposed 
pharmacy operation, based on McKesson’s Functional 
Check List for Planning Hospital Pharmacies. The fol- 
lowing brief outline of the Check List should give you 


some idea of the many details the design consultant 
must bear in mind. 


A. General Considerations 
1) What services are to be provided? 
2) Will the hospital pharmacy manufacture? 
3) Number of staff expected to operate these facilities? 
B. Location 
1) Which departments and clinics receive the bulk of 
pharmaceutical service? 
2) Will the pharmacy be centrally located to in- 
patient and out-patient services? 
3) What method of distribution is to be used for 
medications? 
4) Will bulk pharmacy stores be convenient to the 
pharmacy? 
C. Functional Arrangement 
1) Whatis the functional flow within the department? 
2) What is the functional arrangement of various 
units? 
3) What general storage facilities should be provided? 
4) What major equipment is needed? 


Finally, the modernization plan emerged, and I 
wish \ ou could see the result. ~a modern, highly efficient 
pharmacy, scientifically planned so that production 
has been raised wemendously. The traffic flow saves 
steps, ime and money. As much as a mile of walking is 
saved for every 125 prescriptions. And the amazing 
thing is that it has all been done in the same space as 
before! 


Are you planning a new pharmacy? Modernizing 
an existing one? Whether your hospital pharmacy is 
large or small, take advantage of the specialized knowl- 
edge and experience of the McKesson Design Consult- 
ant near vou. He will be glad to prepare a Traffic Flow 
Analysis of vour pharmacy. This service is completely 
free and available to all hospitals within the area 
McKesson serves. Write me for the name of your nearby 
McKesson Hospital Service Department. Address: 
A.A. Mannino, McKesson & Robbins, 155 East 44th St., 
New York, N. Y. 
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The Use of Microhematocrits 


By Dorothy |. Good, B.S., MT (ASCP) * 


It has long been recognized that 
the packed red cell volume (or 
hematocrit) is one of the most re- 
liable semi-quantitative determi- 
nations done in a clinical labora- 
tory. The determination cf packed 
red cell volume was made as early 
as 1892.! 

Capps* is credited with being 
the first in this country to use 
the hematocrit procedure, without 
the use of an anticoagulant. Around 
1911 Larrahie? began using a mix- 
ture of oxalic acid and sodium 
oxalate as an anticoagulant. We 
credit Wintrobe with being the 
father of our present-day methods. 


In doing a hematocrit, the value 
of the determination depends al- 
most entirely on (1) the accuracy 
and (2) the rapidity with which it 
can be done. Especially in cases 
concerning hematologic involve- 
ment, a high degree of accuracy 
is needed, whereas in “bleeder’’ 
cases, speed as well as accuracy is 
needed. For these reasons, much 
work has been done on the use 
of microhematocrits. 

There is a current trend to sub- 
stitute routinely the hematocrit 
procedure for the red blood cell 
count by the counting chamber 
method. This substitution is possi- 
ble only when the size of the 
erythrocytes is normal. 


_ In the counting chamber, a cell 
sa unit regardless of size; how- 
ever, in a hematocrit tube, the 
size of the cell affects the amount 
of space. It is important to know 
hot only the total number of ab- 
normal cells, but also the degree 
of anisocytosis. If only a few ab- 
normal cells are present, this would 


*Miss Gove 


Patholog ! is chief technologist, Department of 


at the Fargo Clinic, Fargo, N. D 


FEBRUARY, 1960 


have little clinical importance. 

Because of the difficulty which 
frequently arises when obtaining 
venous blood, much work has been 
done on finding a simple, reliable, 
hematocrit method which could be 
done using capillary blood. 

In 1940, Hamre* described an 
accurate micro method which in- 
volved heavy-walled capillary tub- 
ing, sealed with 34-inch wide rub- 
ber bands and a reinforcement ol 
auto tire inner tube patches. Sab- 
ine? in 1952 described essentially 
the same method, suggesting that 
the one end of the tube be cement- 
ed shut with caps made from short 
pieces of rubber tubing after filling 
the tube by use of a needle and 
syringe. 

Natelson® used ordinary pyrex 
tubing with a bore of 1.5 mm. 
and with an outer diameter of 
2.8 mm., heated in a glass flame 
and drawn out to a tip with a bore 
of approximately 0.7 mm. He 
recommended that, just prior to 
use, sequestrin or heparin be drawn 
into the tubing and expelled so 
as to coat the walls of the tube 
with anticoagulant. After filling, 
the tube was to be sealed with 
red sealing wax. 

All of these methods, however, 
required centrifugation for a period 
of 10-30 minutes at 2,000 rpm in 
a #1 centrifuge, or the equivalent. 

The development of the micro- 
hematocrit centrifuge using com- 
mercially available apparatus has 
given us a simple, fast, reliable 
technic for packed cell volume de- 
termination. McGovern and Jones‘ 
did a study comparing two micro- 
hematocrit methods with the es- 
tablished Wintrobe method. They 
used the Guest-Siler* method which 


I am about to discuss and also the 
McInroy® method. 


This latter procedure employs 
thick-walled capillary tubing cali- 
brated over an area of 10 cm., 
holding 50 cu. mm. The tube is 
heparinized, dried, filled with 
blood, closed, centrifuged, and the 
p.c.v. determined. The blood is 
then discharged into an ammonia 
solution and the oxygen hemoglo- 
bin determined colorimetrically. 


McGovern’s findings disclosed 
that the coefhcient of variation 
was from 1 to 3 percent when the 
microhematocrit method was used, 
and from 1 to 2.7 percent when 
the Wintrobe method was _ used. 
In both procedures the variation 
was | percent when the hematocrit 
was about 45 percent. The figures 
varied between 2 and 3 percent 
when the hematocrit was lower. 
McGovern also compared the cap- 
illary microhematocrit method with 
the venous Wintrobe method, find- 
ing the differences to be so small 
as to be without practical signifi- 
cance. He found that the Wintrobe 
method yields a slightly higher 
p.c.v. than the microhematocrit 
method. This may be explained 
by the fact that the amount of 
trapped intercellular serum in the 
cell column of the capillary tube 
is less than the amount of trapped 
serum in the Wintrobe tube.’ 


Of course, there is also some con- 
jecture as to whether significant 
compression of red cells causes loss 
of fluid from the cells. The micro- 
hematocrit method has not only 
proven to be reproducible, (de- 
terminations are accurate to with- 
in 0.5 percent and the probable 
error is much less than that of a 

(Continued on next page) 
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chamber count)! but has the added 
advantages of requiring very small 
quantities of blood and necessitat- 
ing only four minutes of centrilu- 
gation. 


continued 


Materials and Procedure 

Cleanse the finger with a sponge 
saturated with 70 percent alcohol. 
(In babies it is sometimes prefer- 
able to use the heel). Capillaries 
are near the surface at these places, 
and patients will bleed readily 
there. 

Make a quick stab with a blood 
lancet, then remove the first drop 
of blood with a sterile gauze. Com- 
press the finger slightly below the 
site of the puncture to obtain a 
free flow of blood. If blood stops 
flowing during collection of the 
sample, you can usually restart 
the flow by massaging the site of 
the puncture with alcohol 
sponge. Care must be taken that 
the finger is not squeezed too hard 
so as to contaminate the test with 
tissue fluid. 


Holding the capillary — tube 


150,000 PHYSICIANS 
THE WORLD. OVER DEPEND ON 
THE INTEGRITY BEANO THIS NAME 


BIRTCHE 


CARDIOGRAPH. CARDIOSCOPE 
DEFIBRILLATOR HEARTPACER 
ELECTROSURGICAL UNITS 
HOSPITAL-CLINIC- OFFICE 
ULTRASONICS DIATHERMY 
INFRARED ULTRAVIOLET 
GALVANIC. UNITS 
SCLE STIMULATORS 
VIBRABATH . 


\ FAMOUS HYFRECATOR 


Los Angeles 32, California 


slightly downward so that it fills 
by both capillarity and gravity, fill 
it to a total blood column length 
of 55-65 mm., leaving approxi- 
mately 15-20 mm. empty for seal- 


ing the tube. The amount of 
blood needed to fill a capillary tube 
is about 10-20 microliters. The 
type of capillary tube used is op- 
tional. Those used in the prepara- 
tion of this paper* have a length 
of 75 mm., and a taper tolerance 
of not more than 0.001 mm. per 
millimeter. 


It has been determined that the 
maximum error of hematocrit done 
with this type of tube cannot ex- 
ceed 1.3 percent absolute hemato- 
crit or 2.8 percent absolute error. 
This tubing is made from high 
grade soda lime glass and has a 
melting point of 984°C. It is 
heparinized with ammonium hepa- 
rinate, one mg. of the ammonium 
heparinate being equal to at least 
100 U.S.P. units, and each tube 
containing a minimum of 2.0 units 
of heparin U.S.P. The plain capil- 
lary tubes used in this study met 
the same specifications, but con- 
tained no anticoagulant. 


Run the blood back and _ forth 
several times to mix with the anti- 
coagulant, making sure that the 
blood does not touch the end to 
be sealed. This is especially im- 
portant if it is to be sealed with 
a microburner gas flame. Bubbles 


will not* interfere with the test.- 


(This is a decided advantage over 
the Wintrobe method, in which 
one must have an exact amount 
in the tube, and any small bubbles 
create a need for special factoring 
in the calculations.) It is advisable 
to run the microhematocrits in 
duplicate. 


A study was done to determine 
the effect, if any, of edta versus 
heparin as an anticoagulant. Blood 
was drawn from 50 different pa- 
tients having a hematocrit range 
from 19 volumes percent to 50 vol- 
umes percent. A three ml. aliquot 
of each person’s blood was seques- 
trinized with two drops of edta, 
thoroughly mixed; the remainder 
was put into a clean, dry test tube 
for immediate use. Because it is 
sometimes advantageous to draw 
hematocrits off a tube that con- 


‘supplied by the A. S. Aloe Co. 


tains edta as an anticoagulant, both 
heparinized and plain capillary 
tubes were filled with this seques. 
trinized blood. Heparinized capil. 
lary tubes were also filled with 
blood containing no coagulant. 


All tests were done in duplicate, 
and were centrifuged simultane. 
ously. Of those containing heparin 
only, 79 percent were 1 percent 
higher than those containing edta 
only, or both edta and heparin. 
This is probably due to the dilu. 
tion factor. There was essentially no 
difference between those containing 
only edta and those containing 
both edta and heparin. In all 
three tests 8 percent gave exact 
readings; in 12 percent, the hepa. 
rinized read 2 percent higher; and 
in | percent, the heparinized read 3 
percent higher. 


A similar study was done to de- 
tect the effect of using no anticoagu- 
lant. The p.c.v. of 50 patients 
having a range from 19 volumes 
percent to 50 volumes percent was 
determined. Four capillary tubes 
were filled from each patient, two 
containing heparin and two con- 
taining no anticoagulant. These 
were allowed to stand from 20-30 
minutes to insure the formation 
of a clot, then centrifuged. In 17 
percent of the cases, the hepari- 
nized and clotted tubes gave identi- 
cal p.c.v.’s; in 69 percent of the 
test done, the clotted tubes were 
1 percent higher; and in 14 per 
cent of the tests, the hemato- 
crits in the clotted tubes were 2 
percent higher than in the hepa- 
rinized. Since a total of 83 percent 
of the packed cell volumes contain 
ing no anticoagulant were | per 
cent or more higher, this would 
suggest that more intercellular set- 
um is trapped in these tubes, and 
one must stress the importance ol 
not only the use of anticoagulant, 
but also the adequate mixing ol it 
with the blood sample. 


The filled hematocrit tube 
should not be subjected to extreme 
cold, nor allowed to lie in the sum 
or near a radiator. They should 
be kept in a horizontal position 
until after they are sealed to pre 
vent the blood from running oul 
the end. 

There are various methods o 
sealing. One of the most inexpel 
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sive methods is the use of the micro- 
burner gas flame. The unfilled 
end ol the capillary tube is held 
at the edge olf the flame for a few 
seconds, and rotated constantly to 
prevent a tapered end. A sharply 
contrasting, flat baseline is ex- 
tremely important for reading the 
column. If the capillary tube is 
held in the flame too long, it will 
bubble and either break in the cen- 
iluge, or cause an 
reading. 


inaccurate 


Another good method of sealing 
involves specially formulated 
vinyl plastic putty. In using this 
method, the pad of the index finger 
should be placed over the blood- 
free end of the capillary tube, as 
though one were pipetting, in or- 
der to keep the blood in the tube. 
The tube is then inserted into the 
plastic material twisted to 
push the putty into the tube. It 
may remain standing in this mate- 
rial until it is centrifuged. This 
plastic sealer has the advantages of 


giving a nice flat bottom for ac- 
curate reading, as well as being 
white, so as to have an effective 
contrast in color. 

Another method of closing the 
hematocrit tube makes use of seal- 
ing wax. Both the tube and seal- 
ing wax are heated. The tube is 
then pushed into the melted seal- 
ing wax, which hardens and seals 
the end. However, these hemato- 
crits cannot be read until the seal- 
ing wax is cut away trom the sides 
of the tube, so this method is tedi- 
ous and time-consuming. The scal- 
ing wax is difficult to work with, 
also, because it is flammable and it 
drips. 

A fourth method utilizes white 
plastic caps. It is suggested that 
the capillary tubes be fire-polished 
when this type of sealer is used. 
The blood enters the capillary tube 
from the fire-polished end, which 
is then inserted in the disposable 
hematocrit tube closure. There is 
a sharp, pointed cone in the cap 


SPECIFICATIONS: (optional) 
Length 762” 
Width 2912” 
Height 34” 


MATTRESS: 


Foam Rubber. 
Cover— (Harco #4626) Conductive 


SAFETY STRAP: 


2” Cotton and Rayon 


SIDE RAILS: 


Pratt all position retractable. 
Automatic lock any position. 

Rails completely out of the way when 
down. 


5 to 6 inches more space available 
for the patient when using these rails 
with the conventional size mattress. 


PRATT HOSPITAL EQUIPMENT MFG. CO. 
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which is placed into the interior 
of the capillary tube. The tube is 
then tapped several times on a 
flat surface to affix the cap properly 
so that it will not leak during cen- 
trifugation. 

Because it is sometimes impos- 
sible to centrifuge hematocrits im- 
mediately, it is essential to know 
how long they may remain in the 
capillary tubes without centrifuga- 
tion, before any significant change 
occurs. Venous blood was used for 
this study involving samples from 
50 patients with hematocrit ranges 
from 19 volumes percent to 51 
volumes percent. 

Samples, in duplicate, of hepar- 
inized blood were centrifuged at 
three different times after being 
drawn: (1) immediately, (2) at 
three hours, and (3) at six hours. 
Samples using edta as an anticoagu- 
lant were centrifuged six hours alt- 
er collection also. There was es 


(Continued on page 53) 


YOUR OWN HOSPITAL 
| 


HEAD SECTION: 
Hydraulically operated. 
HEAD RAIL: Removable. 
CASTERS: 
2-lock, 2-swivel—10 inch x 
inch. 


Conductive. Balloon-tires. 
ADJUSTABLE HEAD REST. 
IV HANGER :Adjustable. 


Car be placed in 8 positions around 
table. 


SHOULDER REST. ARM BOARD. 
LOWER TRAY FOR BLANKETS 
AND ACCESSORY STORAGE. 
FRAME: 


1%’ 16 gauge steel tube helio-arc 
welded. Entire frame Chrome plated. 
Top stretcher frame reinforced with 
14%’’ 16 gauge steel tube. 


STRETCHER BOTTOM AND 
LOWER STORAGE SHELF: 


20 gauge stainless steel. 


The design, construction and fin- 
ish of this stretcher, makes it the 
sturdiest, best appearing and 
most practical all around recov- 
ery room unit available. It will 
pay you to write for our special 
introductory offer for trial and 
inspection in your own hospital. 


30-DAY FREE TRIAL 
(Freight Prepaid) 


3007 SOUTHWEST DRIVE 
LOS ANGELES 43, CALIF. 
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YALE 


STERILE 
DISPOSABLE 
NEEDLES 


ce for the benefits j 
of disposability... J 


PLUS , “NEW 
EASY-ENTRY POINTS 


smooth, drag-free penetration 


SAFER-HANDLING HUBS 


surer finger grasp 


TAMPER-PROOF PACKAGES 


assured one-time use 


FULL-PROTECTION SHEATHS 


in the package—after filling— 
to the moment of injection 


now in sizes to meet most parenteral needs 
manufactured, sterilized and controlled by 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 
In Canada: BECTON, DICKINSON & CO., CANADA, LTD., TORONTO 10, ONTARIO 


a B-D product 


B-D. YALE, LUER-LOK, MULTIFIT AND DISCARDIT ARE 
TRADEMARKS OF BECTON, DICKINSON AND COMPANY 
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gntially no change within the 
three-hour period, all ol the tests 
having a correlation within | per- 
cent, and no observable hemolysis 
occurring. However, at the end ol 
the six-hour period, 5 percent ol 
ihe heparinized tubes and 4. per- 
cent ol the sequestrinized tubes ex- 
hibited slight hemolysis and the 
wrrelation had risen to 2 percent 
in approximately 20 percent ol 
the cases. 

It is therefore deemed advisable 
io allow the tubes to stand no 
longer than three hours before cen- 
iluging them. 

The tubes are then placed in 
the microhematocrit centrituge. 
‘See Figure 1.) The head is disk- 
like, with a diameter of 19 cm., 
and has 24 grooves numbered tor 
easy identification of the blood 
amples. The sealed ends are 
placed against the peripheral rim, 
which may be lined with a rubber 
gasket. (If the vinyl plastic sealer 
is used, a gasket must be used.) 
It is important that the tubes are 
placed in direct contact with the 
rim, to prevent breakage from the 
tremendous centrifugal force. It is 
not necessary to balance the tubes. 
The detachable cover is screwed 
down, and the lid is closed. 


Turning on the machine starts 
the timing mechanism; the ma- 
chine shuts off automatically. Some 
newer machines have the added 
advantage of a push-button brake 
which stops the machine from full 
speed to a dead stop in just 15 
seconds, at which time a bell sum- 
mons the operator. Other machines 
‘have an automatic brake which 
stops the machine in 90 seconds. 
While running, it is rotating at 
a speed of approximately 11,000 
rpm. 


The falling of red cells through 
the plasma and the subsequent 
packing are influenced by a num- 
ber of factors, including: antico- 
agulants; the duration of the spin; 
the volume of cells in the sample; 
the speed and effective radius. As 
the cells begin to pack, the radius 
becomes greater. When the radius 
8 Measured from the center axis 
of the centrifuge to the midpoint 
of the p.c.v., the centrifugal force 
'S actually greater in proportion 
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Figure 1. 


Microhematocrit centrifuge. 


lor low hematocrits than for nor- 
mal or high ones. 

For example, in calculating the 
acceleration for a hematocrit of 
19 volumes percent with a total 
blood column length of 60 mm., 
the acceleration would be approxi- 
mately 97,260 g.; whereas, the ac- 
celeration for a hematocrit of 53 
volumes percent with a total blood 
column length of 60 mm., the ac- 
celeration would be approximately 
86,193 g., using the formula accel- 
eration equals 2 (3.14) x revolu- 
tions per second x radius. Using 
this same formula in comparison 
of the acceleration with a #1 cen- 
trifuge, a hematocrit of 19 volumes 
percent, thus having a radius of 
213 mm., and rotating at a speed of 
2,000 rpm, the acceleration would 
be 44,142 g., or less than half that 
ol the microhematocrit centrifuge. 
In comparing the hematocrit of 
53 volumes percent, with a radius 
of 196 mm., the acceleration in 
the #1 centrifuge would be 40,620 
g. as compared to 86,193 g. of the 
microhematocrit centrifuge. 


It has been suggested that maxi- 
mum packing is obtained in four 
minutes. However, the results of 
a study on 50 patients having a 

(Continued on page 59) 
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| EZON is a biologically absorbable 
| starch derivative. Its use minimizes 
| the possibility of adhesions. EZON 

provides consistent lubrication— 
| caking or gelatinizing is minimized 
by chemical buffering of the powder. 
Specify EZON and eliminate com- 
plaints from both surgeons and 
nurses. Order SR 811 Packets—288 
Packets in a dispensing box—6 boxes 
to a shipping case. 


? 

EZON PACKETS EZON WASH-PAK 
FOR O.R. USE FOR WASHING 


| EZON and WASH-PAK are trade- 
| marks of the Seamless Rubber Company 
HOSPITAL DIVISION 


THE SEAMLESS RUBBER COMPANY 
| NEW HAVEN 3, CONN. 


EZON BULK 
FOR POWDERING 
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NOW you can Autoclave 


ANYTHING ... including carbon steel 
without danger of RUST! 


LORVIC VAPOR PHASE 
RUST INHIBITOR 


PATENT PENDING 


PREVENTS OXIDATION BY 
ATMOSPHERIC CHANGE! 


eNOT AN EMULSION OR A SILICONE 
eiT 1S NOT SPRAYED ON INSTRUMENTS 


SIMPLE... EASY...SAFE TO USE!! 


For packages of instruments, spray on wrapper. 
For unwrapped instruments, spray a cloth or 


re small towel and autoclave with instruments. 
12, $4.95 ea. 
CASE OF SIX 
$4.75 ea. 


and to PREVENT RUST 
DURING THE WASH and RINSE CYCLES... 


LORVIC 


RINSE 


» RINSE CYCLE 
WATER 


SPEEDS DRYING TIME 
REDUCES SPOTTING 


EFFICIENT IN BOTH 
HARD & SOFT WATER 


SES sportin®’’ . 


6 
Rinse is also highly e ECONOMICAL in HARP 
recommended for the $3.50 ea. ‘est 
prevention of rust in hot CASE OF SIX 
water sterilizers. $3.25 ea. 


Also new from LORVIC... 


o E Cc A L Cc i F { E & e@ e e Powder for cleaning scale from hot water sterilizers, etc. Economical. 


Easy to use. . . easy to measure. Box of 6 $4.50 


GERMICIDAL CONCENTRATE... Liquid, for cold sterilization of instruments. Extra 


economical — one bottle makes 24 QUARTS. Packaged for quick, 


easy measuring. Anti-Rust Tablets are included. 


8 oz. Bottle $7.00 ea. 


The LORVIC Corporation 
S353 EASTON AVENUE e ST. LOUIS 12, MO. 


Ss E E THESE NEEDED NEW PRODUCTS IN BOOTH 150 A.O.R.N MEETING 
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THE LAB continued 


Lange from 23 volumes per- 
cent to 53 volumes percent indi- 
ate that no significant packing oc- 
curs alter the first two minutes. 
len hematocrit tubes were filled 
with blood from each ol the sub- 
jects. Iwo hematocrits were cen- 
wiluged for each of the following 
periods of time: 2 minutes; 4 min- 
utes; 6 minutes; 8 minutes and 
minutes. 


In comparing those spun for 2 
minutes with those spun tor 10 
minutes, 23 percent of those spun 
for 10 minutes were lower than 
those spun for 2 minutes; 3 per- 
cent ol those spun for 10 minutes 
were 2 percent lower than those 
pun for 2 minutes; 12 percent 
of those spun for 10 minutes were 
| percent higher than those spun 
for 2 minutes, and 62 percent were 
the same. 


After centrifugation, the p.c.v.’s 
should be read as soon as possible. 
If it is not feasible to read them 
immediately, they should be placed 
in a vertical position to prevent 
the cells from settling in a slope. 
There are several different calcu- 
lators commercially available, or 
one may easily calculate the volume 
percent with a mm. ruler with the 
following formula: 


Length of red cell column 


Length of whole blood column 
x 100 
equals hematocrit reading. 
Another method of calculating 
amicrohematocrit employs a reader 


Figure 3. Circular reader for microhematocrit. 


with a hinged magnifying glass 
over a ruler and an 8-watt fluores- 
cent lighting under the tube. (See 
Figure 2.) 

The tube is placed in the grooved 
slot underneath the magnifier and 
the holder is pushed to the extreme 
right hand side of the scale. The 
ruler is then lined up at the top ol 
the entire column, tightened, and 
the holder is then moved to the 
left until it reaches the point where 
the rule bisects the red blood 
cells from the buffy coating. The 
reading is then taken. 


Regardless of the type of calcu- 
lator used, it is important that the 
buffy layer is not included as part 
of the packed cell volume. 


A third type of calculation in- 
volves a circular reader. (See Fig- 
ure 3.) This has been designed by 
Dr. Jones." It consists of a holder 
that permits the capillary tube to 
be radially positioned above a disk 
on which a logarithmic spiral is 
marked. A_ second disk, located 
underneath the first, registers a 
logarithmic radial scale in the 


(Continued on page 61) 


Figure 2. Reader for microhematocrit employing hinged magnifying giass, ruler, fluorescent jight. 
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Once surgical gloves are dried after 
washing, they should be thoroughly 
powdered to prevent them from stick- 
ing together during. sterilization. 
EZON provides economical lubrica- 
tion for the gloves whether this step 
is carried out by hand, or mechani- 
cally, in a glove powdering machine. 
E.ZO™ does not gelatinize when auto- 
claved, and most important EZON 
is biologically absorbable . .. won't 
provoke adhesions. Order SR 810 
Bulk Pack Can—5S Ibs. per can—6 
cans to a shipping case. 


EZON PACKETS EZON WASH-PAK 
FOR OR. USE FOR WASHING 


EZON BULK 
FOR POWDERING 


EZON and WASH-PAK are trade- 


marks of the Seamless Rubber Company 
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WHEN INSTRUMENTS FOR SPECIALTY SURGERY ARE YOUR PROBLEN- 


V. MUELLER & COMPANY IS YOUR ANSWER 


V. MUELLER STOCKS—AND V. MUELLER INSTRUMENT MEN—COVER THE ENTIRE SURGICAL ARMAMENTARIUM 


STAPES MOBILIZATION, 
FOR INSTANCE 


As a means of improving hearing in 
otosclerotic deafness, Stapes Mobilization 
—and such associated procedures as tym- 
panoplasty and myringoplasty — are now 
in the forefront of otologic practice. Oddly 
enough, stapes mobilization was practiced 
and discarded some seventy years ago: it 
was not until 1952 that Rosen demonstrated 
its very real value with dramatic results. 


Part of the success of modern techniques 
is due, of course, to the antibiotic drugs 
for postoperative control of infection. An- 
other important factor has been develop- 
ment of the operating microscope and a 
truly vast array of superlatively fine in- 
struments for this delicate surgery. 


V. Mueller & Company make these instru- 
ments, and we are constantly working with 
foremost surgeons in the development of 
new and even more efficient tools for this 
work. We suggest that looking to V. 
Mueller & Company for the special in- 
struments—or any instruments—you need 
is a sure way to full satisfaction. 


IMPORTANT NEW BOOKLET 
YOURS FOR THE ASKING 


Required reading if endaural procedures 
are frequent in your surgical schedules, 
our new 44-page booklet, “Stapes Mobiliza- 
tion, Myringoplasty, Tympanoplasty”, is a 
complete, authoritative and useful guide to 
the most up-to-date instruments and equip- 
ment for these techniques. 


It includes the Zeiss Operating Micro- 
scope and all its accessories, including the 
hard-to-find House-Urban Observation 
Tube; the explosion-proof high-speed Jor- 
dan Day Surgical Engine, as well as a 
complete selection of domestic and Wull- 
stein high-speed hand pieces, cutting, pol- 
ishing and diamond burs; the new AO 
Operation Microscope. 


In its pages are complete listings and 
illustrations of the stapes mobilization in- 
strument sets of Rosen—Shambaugh-Der- 
lacki — Kos — House — Heermann — 
Schuknecht — Shea... the myringoplasty 
instruments of Guilford-Wright . . . the 
tympanoplasty instruments of Wullstein— 
Zollner. 


This book is new. It’s important. And it’s 
free while our supply lasts. Ask for it on 
the enclosed request card. 


KNOW WHERE TO FIND THEM? 


Schuknecht Roller Knives 

Davol Rongeur 

Juers-Deriacki Headrest 

Wullstein Contra Angle Handpieces 
Imperator Oiler 

Fenestration Instruments 


V. MUELLER & COMPANY HAS THEM ALL 


Fine Surgical Instruments and Hospital Equipment 


ZEISS (SHAMBAUGH-DERLACKI) OPERATION MICROSCOPE 


The Zeiss Operation (Otoscope) Micro- 
scope has become the standard instru- 
ment for stapes mobilization, myringo- 
plasty, tympanoplasty and fenestration 
procedures. This Shambaugh-Derlacki 
model includes sterilizable metal shields 
for the objectives. It is available with 
or straight binocular 
tube, and can be fitted. with either the 
Zeiss or the House-Urban demonstra- 
tion (observation) tubes. 20X widefield 
focusing eyepieces are standard, with 
12.5X focusing widefield eyepieces and 
an additional f=300mm. objective op- 
tional additional equipment, as are a 
full line of photographic attachments. 


either inclined 


Explosion-Proof Footswitch 


The unit can be supplied with explosion- 
proof footswitch, if desired. 
now in use can be so modified if re- 
turned to V. Mueller shops.) 
former and base assembly is completely 
enclosed, and the lower electrical con- 
nection locked in place, making it non- 
removable, therefore non-sparking. 
(Quotation on request.) 


(Scopes 


Trans- 


V. Mueller ships Zeiss Scopes from stock. 


JORDAN DAY TYPE EXPLOSION-PROOF SURGICAL ENGINE 
High-Speed Model—May Be Autoclaved With Instruments 


This is the preferred unit for endaural and 
other procedures. Its fully enclosed motor 
can be autoclaved with the triple arm and 
hand piece. 1/12 hp., it delivers speeds 
from 3,000 to 18,000 rpm., controlled by 
an explosion-proof rheostat, and the belt- 
driven hand piece ensures smooth vibration- 
free performance for safe operation. 
Tripod base, on conductive casters, with 
two-piece upright, brings motor to 50” 
height. All chrome plated. 


Unit can be used not only with the stand- 
ard Revelation, Chayes and Emesco dental 
type hand pieces, but the high speed contra- 
angle Wullstein hand pieces, as well. (See 
our complete Stapes Book for listings.) 


AU-M3042 Jordan Day Type Engine, with 
sterilizable cord set, conductive engine belt, 
triple arm, instrument tray and explosion- 
proof foot rheostat. 110v. AC-DC. Each, 
$330.00. 


OTHER MODELS 
Other engines, both floor and table models, 
are available with complete assortments of 
handpieces, accessory parts and earrying 
cases. 


More Instruments For More Techniques—Always From V. Mueller & Co. 


330 South Honore Street + Chicago 12, Illinois Dallas - Houston - Los Angeles - Rochester, Minn. 
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CRITOCAP Micro-Hemetocrit Tube Reader 


DIRECTIONS FOR USE 
Piace the centrifuged micro-hematocrit tube vertically on the chart with 
sre bottom of the CRITOCAP just touching the red line below o “0 
percent line Slide the tube along the chart until the meniscus of the plas 
ma intersects the top of “100” percent tine. The height of the ted cel! 
layer is ther read es percent cell volume. 


Figure 4. Special reader for microhematocrit tubes 


THE continued 


range of 1.0 to 100.0. The 100.0 
graduation on the lower disk is 
set Opposite a reference line on 
the tube holder, and then both 
disks are rotated together until 
the spiral line cuts the red-white 
cell interface in the tube. The 
graduation on the lower disk that 
lalls opposite the reference line 
at this instant is the direct hemato- 
crit reading. 

When the plastic caps mentioned 
previously are used, a special type 
of reader must be used (Figure 4). 
The centrifuged microhematocrit 
tube is placed vertically on the 
chart with the bottom edge just 
touching a red line below the “O” 
line, which allows for the cap. The 
tube is then sJid along the chart 
until the meniscus of the plasma 
intersects the top of the “100” per- 
cent line. The height of the red 
cell layer is then read as percent 
cell volume. 


Summary and Conclusions 


The microhematocrit method ap- 
pears to have many advantages. 
The results are reproducible, even 
when centrifuged for a period of 
only two minutes. They may be 
done more rapidly than red counts 
by the chamber method, and are 
hot as fatiguing; they are also 
more accurate. They may remain 
in the capillary tubes for long pe- 
tiods of time without destruction. 
A very small amount of blood is 
needed to do this test. The proce- 
dure is relatively simple to do and 
's adequate for clinical interpreta- 
uon. 
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Toprevent surgical gloves from stick- 
ing together during processing, lubri- 
cating powder is usually added to 
the final washing rinse cycle. Hand- 
ling the dusty powder is often a 
messy, time-consuming step. New 
KZON WASH-PAK makes it fast 
and easy. Just drop the WASH-PAK 
into the final rinse cycle. The poly- 
vinyl alcohol film pack dissolves, 
liberating the exact «mount of bio- 
logically absorbable starch powder 
needed to condition five gallons of 
rinse water. Order SR 812 Wash- 
Pak—4 ounces per pack—12 packs 
per can, 12 cans per case. 


EZON WASH-PAK EZON BULK EZON PACKETS 
FOR WASHING FOR POWDERING FOR O.R. USE 


EZON and WASH-PAK are trade- 
marks of the Seamless Rubber Company 
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SPORE TEST STRIP 


AMERICAN 
STERILIZER 


bacterial spore strips 


Makes Available To Every Hospital 


e A positive test of sterilizing efficiency 


@ Through a simple technic 


@ Involving organisms of known populations 
in three established heat resistances 


¢ For culture tests to be completed in the 
hospital laboratory or, at a modest 


additional cost, by the AMSCO Research 1 ope 
Laboratory. 


EE 


sPpeRDEK 


BACTERIAL SPORE STRIPS 


A dependable ond safe biolog i index for 9 
the efficiency of sterilization 


Write today for complete 

information about this long 

awaited development... 
bulletin MC-575. 


AMERICAN 


STERILIZER 


ERIE*PENNSYLVANIA 
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Chymotrypsin, 


the Versatile Enzyme 


(Material contained in this ar- 
ticle has been supplied by the 
Armour Pharmaceutical Company 
—the first manufacturer of ethical 
pharmaceuticals to perfect and 
make available for human use the 
enzyme chymotrypsin. 

Armour markets alpha chymo- 
trypsin under the tradename 
Chymar. — The Editors.) 


@ Chymotrypsin is the crystallized 
and highly purified form of pro- 
teolytic enzyme derived from mam- 
malian pancreas. The chief physio- 
logic purpose of this enzyme and 
the closely related enzyme, trypsin, 
is the breakdown of ingested pro- 
teins in the intestinal tract. Quite 
often, however, the potential of a 
substance may well extend beyond 
the frame of its actual function. 

The therapeutic application of a 
chymotrypsin had to wait until a 
crystallized form of the enzyme was 
produced in 1933. Contrary to 
what is generally believed, crystal- 
lization does not automatically 
mean purity, neither chemical nor 
biological. It therefore required 
the development of improved meth- 
ods to produce this enzyme in a 
purer and more stable form — be- 
lore it could safely be turned over 
to the physician. 

As of now, there are six forms 
of chymotrypsin, called alpha, beta, 
gamma, delta, sigma and pi. Only 
the first four are available in crystal- 
lied form and seem to digest pro- 
tein in the same manner. The chief 
constituent of the commercial prep- 
arations is alpha chymotrypsin. 


DEBRIDEMENT 


Any contaminated wound, after 
4 certain time has elapsed, presents 
a typical aspect. It is covered with 
coagulated blood, dead tissue, pus 
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and, when old enough, with a 
rather hard crust from dried serum 
in which bacteria and necrotic ma- 
terial are embedded. The entire 
covering of the wound surface, 
although it consists of many sub- 
stances, is chemically homo- 
geneous material: protein. 

Before the enzyme era, removal 
of the crust (eschar) was essen- 
tially a surgical task. What could 
not be washed off had to be cleared 
away with the surgeon’s knife. This 
was called surgical debridement 
and left a seemingly clean wound 
surface. Actually, it was clean only 
macroscopically, and it was of 
course impossible to cut away only 
the dead tissue; some of the ad- 
jacent healthy tissue was unavoid- 
ably, or deliberately, removed also. 

Thanks to the proteolytic en- 
zymes, something new has _ been 
added to surgical debridement, 
namely, chemical debridement. 
This method has been called a 
“chemical mop” — a rather fitting 
comparison, aS a mop removes 
only the dirt from the floor, with- 
out scratching it. Similarly, the pro- 
teolytic enzymes have a highly se- 
lective way of debriding. They 
digest only “dead” protein, but re- 
spect living tissue, something that 
the surgeon’s knife cannot do. 


OTHER EXTERNAL APPLICATIONS 


An ointment comprised of a 
chymotrypsin in combination with 
supporting medications would be 
expected to dissolve and liquefy 
the crust, the coagulated blood and 
the pus by means of the chymotryp- 
sin it contains. Then, at the same 
time the wound surface is being 
swept clear, other ingredients 
could be acting to deter new in- 
fection and to control the inflam- 
mation. Because of the potentiali- 
ties of this threefold action, such an 


ointment may be usable not only 
in the treatment of wounds and 
burns, but also in a great variety 
of skin diseases in which infection, 
inflammation and purulent or 
crusted exudates prevail. 


AN AID IN EYE SURGERY 

A special application of alpha 
chymotrypsin which makes direct 
use of its protein-dissolving action, 
has been added in the recent past 
in the field of ophthalmology, in 
cataract surgery. 

The lens is suspended by means 
of very fine strands of protein 
fibers, like a spider in a cobweb. 
This system of fibers is called the 
zonule of the lens and is attached 
to the lens capsule. When a lens 
had become opaque through cata- 
ract formation, it had to be re- 
moved by mechanical rupturing of 
the zonule fibers, sometimes a 
rather rough procedure — which 
could lead to undesirable conse- 
quences in some instances. The 
discovery of the power of chymo- 
trypsin to dissolve the zonule fi- 
bers and thus free the lens from 
its anchorage was the fruit of one 
of those “happy accidents” to which 
medicine owes so much. 

In 1955, a patient with opacities 
in one eye (which was without sight 
lor other reasons) was given an 
injection of alpha chymotrypsin 
into the eye itself to find out if 
this would be a way of dissolving 
such opacities in otherwise normal 
eyes and thus restore vision. ‘To 
the doctor’s great surprise, when 
he looked into the eye 10 minutes 
later, he found the lens floating 
free in the space behind the cornea, 
and he had to remove it through 
the usual incision for cataracts. 

This incident, however, sparked 
the idea of trying alpha chymo- 

(Continued on page 66) 
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Spread antiseptic umbrella 


To help prevent staphylococcal infection, 
use pHisoHex not only in the 


operating room and the nursery— 

but everywhere throughout the hospital: 

¢ for handwashing by all hospital personnel before 

and after caring for every patient 

*¢ for routine washing of newborn infants and their mothers’ hands 
* to wash patients ante and post partum 

* to wash patients who have a communicable disease 

* to wash patients who have an infective disease of the skin 

* for surgeons’ hand preparation ¢ to wash anesthesia equipment 
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O REDUCE the spread of staphylococci and other organisms in hospitals, 
handwashing is "... possibly the most important single control meas- 
ure.’ Just soap-and-water cleansing "... does not go far enough be- 
cause it cannot be relied upon to kill the staphylococci.”? But ‘when 
pHisoHex is used by nurses for handwashing, it is not possible to recover 
Staphylococcus pyogenes from their hands.’’* In addition, bacterial resistance 
to hexachlorophene does not develop.* 

At the National Institutes of Health, the incidence of hospital cross infection 
in the Infectious and Parasitic Disease Service was practically eliminated 
when all hospital personnel washed with pHisoHex before and after caring 
for any patient.® 


In hospital nurseries, routine use of pHisoHex for bathing infants 
as well as for routine handwashing by hospital nurses has helped prevent 
staphylococcal epidemics among newborn infants.67 


Why is pHisoHex $0 often preferred? “The preparation appears to 
kill bacteria quickly, inhibits their growth, renders the skin's sarface virtually 
sterile in many cases, forms an antibacterial film which kills fresh bacteria 
in the event of subsequent contamination after its use, saves time. . . . It is 


nonirritating, and it is hypoallergic.’”* 


STAPH 


Antibacterial detergent with 3% hexachlorophene 


|. Brown, J. W.: J.A. ; 
116:1185, March 8, 1958. 


3. Hardyment, A. F.: Pediatric 
Clinics of North America, Phil- 
adelphia, W. B. Saunders Co., 
May, 1958, p. 287. 4. Gould, 
B. S.; Frigerio, N. A., and 
Hovanesian, J.: Antibiotics & 
Chemother. 7:457, Sept., 1957. 
5. Benson, M. E.: Am. J. Nurs- 
ing 57:1136, Sept., 1957. 
6. Wysham, D. N., et al.: New 
England J. Med. 257:295, Aug. 
15, 1957. 7. Baum, A. H., and 
Boles, R. D.: J. Kansas M. Soc. 
60:248, June, 1959. 8. Medrek, 
T. F., and Litsky, W.: Surg. 
Gynec. & Obst. (Internat. Abstr. 
Surg.) 104:209, March, 1957. 


ylococcal 


infections 


Reinforce the antiseptic umbrella with anti- 
staphylococcal Zephiran® chloride, a powerful 
antiseptic and germicide that is nonirritating to the 
skin and mucous membranes—and Roccal,® a solution 
for general hospital sanitization and disinfection. Roccal 
rinsing renders textiles actively bacteriostatic against 
respiratory and wound discharge. 

Write for or ask the Winthrop man for the leaflet, "Prac- 
tical Pointers to Protect Your Hospital Against ST APH- 
ylococcal Infections.” 


LABORATORIES New York 18, N. Y. 


pHisoHex, Zephiran (brand of benzalkonium as chloride, refined), and Roccal 
(brand of benzalkonium chloride, technical), trademarks reg. U. S. Pat. Off. 1299-0 
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IDENTIFICATION 
OF DISTINCTION 


DEKNATEL 


NAME-ON BEADS 


Mothers love to have these jewel-like, 
everlasting mementos of one of life’s 
most treasured events. Made into 
“‘heirloom” bracelets for mother or 
grandmother, Deknatel Name-On 
Beads are truly the ‘‘prestige 
identification.” 


But they are not just pretty keepsakes. 
Deknatel Name-On Beads are an al- 
ways-legible, sealed-on, time-saving 
identification. Blood type, room num- 
ber, sex, case number, etc. may all be 
indicated by combinations of letter 
and number beads. 


And Deknatel Name-On Beads are 
profitable! Strands sold to parents 
yield a steady, substantial income that 
make your identification an income 
rather than an expense. 


Write today for samples and details of 
30 day trial offer. 


DEKNATEL 


96-48 222 Street 
Queens Village 29, New York 


CHYMOTRYPSIN continued 

trypsin in a suitable patient sched- 
uled for cataract surgery. A small 
amount of chymotrypsin was care- 
fully injected into the vicinity of 
the zonule fibers, and, this time 
to the deep satisfaction of the doc- 
tor, the lens was freed with ease 
without application of more than 
a token mechanical force. As ex- 
pected, there was no damage to 
any of the eye’s delicate structures. 
Since then, many thousands of cata- 
ract operations have been __per- 
formed with the help of alpha 
chymotrypsin. 


ACTION WHEN USED SYSTEMICALLY 


When chymotrypsin is absorbed 
into the bloodstream or, in other 
words, used systemically, en- 
tirely new action pattern is ob- 
served which cannot be reduced 
to a form of protein breakdown. 

As an example, this systemic ac- 
tion has been observed in patients 
suffering from inflammation. 
Regardless of the inflammation site, 
whether on the skin, or even quite 
deep in the abdomen, in the 
stomach, or in the pelvis, some re- 
versal of the symptoms which char- 
acterize inflammation was noted. 


The unique reduction of swell- 
ing was not restricted to the swell- 
ing caused by inflammation. It was 
found that, a black eye, or a hem- 
orrhage at any other site, would 
clear much faster when the patient 
had an injection of chymotrypsin. 


Somehow, this and some other 
protein-digesting enzymes had the 
power of dissipating local accumu- 
lation of fluids by an unknown 
mechanism. Chymotrypsin was 
given preference over trypsin be- 
cause the anti-inflammatory effect 
of chymotrypsin is greater than that 
of trypsin. There are other ad- 
vantages of chymotrypsin over tryp- 
sin and proteolytic enzymes from 
sources other than the mammalian 
body, advantages which deal with 
the bloodclotting mechanism and 
the development of allergy. 


When the exact mode of action 
of an interesting substance is not 
known, the researchers usually 


build a “working hypothesis” which 
is based on what is known but goes 
beyond into the realm of what is 
likely. 

There exists a good amount 


of information of what occurs jp 
an inflammation. Around the focys 
of an inflammation the fine mesh. 
work formed by the connective 
tissue in the skin becomes impacted 
with coagulating masses of blood. 
and tissue derived proteins. The 
tiny vessels in this area become 
compressed, and the effect is the 
same as in any traffic jam. Circula. 
tion is slowed down to a virtual 
standstill. Waste products cannot 
be carried away; oxygen, nutrients 
cannot reach the spot. 


It is assumed on the basis of indi- 
rect evidence that systemic use of 
a protein-digesting enzyme, such as 
chymotrypsin, leads to a chemical 
breakdown of the blocking fibrin 
deposits. The compressed small 
blood and lymph vessels in the in- 
flamed area are again open, and 
local circulation is restored. Now, 
the inflammatory edema can be re- 
absorbed, breakdown products from 
the injured area are removed, and 
the bloodstream can again carr 
needed nutrients and_ therapeutic 
agents (antibiotics, e.g.) to the 
trouble spot. 


There are several ways of ad- 
ministering this enzyme systemi- 
cally. At present, it can be given 
either by intramuscular injection 
or by dissolving a tablet in the 
buccal pouch from where the en- 
zyme is absorbed into the blood- 
stream. There has been no essen: 
tial difference noted. 


SOME IMPORTANT POSSIBILITIES 
Since inflammation plays an im- 
portant role in the great majority 
of pathologic states of the body, 
the anti-inflammatory aspects ol 
chymotrypsin become important. In 
surgery, for instance, after a biopsy 
has been made to find out if any 
cancer cells are present, the un 
avoidable after-pain can be con- 
trolled by controlling the inflam- 
matory reaction and the swelling 
that goes with it. In the same 
manner, the pain after major sur 
gery may be greatly relieved, s¢ 
that the need for analgesics and 
narcotics would be lessened. 
The plastic surgeon particularly 
can utilize prevention of the form 
idable swelling which is part o! 
many plastic procedures and ma) 
endanger a desired cosmetic result 
or the “take” of a skin graft. 


HOSPITAL TOPICS 


In 
mem 
an an 
line 0 
been 

Mi 
eye, 
whicl 
ing 4 
thoro 
from 
will 
this ¢ 
often 
matic 
fester 
sidin 
so th 
can | 

Ar 
is th 
mato 
vis 
with 
thre: 

fluer 

the 
ago 

to p 

to ¢ 

shor 
pene 
pair 
reac 
new 
are 
pail 
try} 
pati 
the 
ing 
T 
qui 
use 
an 
are: 
dur 
bir 

lim 

aft 

eng 


— 
| 
| 
| 
‘ 
\ 
ry. | 
| 
| 
| 
| 
| 
| 
| 
| ma 
tio 
sip 
| tor 
= of 
{ 
ch 
ha 
br 
Stc 
of 
66 


Ts in 
focus 
mesh- 
eCtive 
acted 
ood. 

The 
come 
the 
cula- 
irtual 
innot 
‘Tents 


indi- 
se of 
ch as 
mical 
ibrin 
small 
in- 
and 
Now, 
re- 
from 
and 
carry 
eutic 


the 


ad- 
emi- 
riven 
tion 


the 


In athletics, when an important 
member of a team has sprained 
an ankle, he may be restored to the 
line much earlier than would have 
been otherwise possible. 

Minor mishaps, such as a black 
eye, have been waiting for a drug 
which will dissipate the  swell- 
ing and hemorrhage rapidly and 
thoroughly. Whoever has suffered 
from an acute or chronic phlebitis 
will appreciate such relief from 
this condition. Skin ulcers, which 
often accompany chronic inflam- 
mation of the veins and have 
festered for years, profit from sub- 
siding of inflammation and edema, 
so that the natural healing powers 
can assert themselves. 

Another large area of usefulness 
is that represented by the inflam- 
matory diseases of the female pel- 
vis which can make life miserable 
without ever becoming a serious 
threat to life. This beneficial in- 
fluence on pelvic inflammation was 
the cause of great hopes some time 
ago when chymotrypsin was given 
to patients with cancer and seemed 
to clear up the cancer within a 
short period. What actually hap- 
pened was a rapid reduction of the 
painful swelling and inflammatory 
reaction which surround malignant 
new growths in many instances, and 
are the immediate cause of much 
pain and suffering. Thus chymo- 
trypsin may be able to help the 
patient with cancer without curing 
the cancer itself and without hav- 
ing a narcotic effect on pain. 

The practice of obstetrics offers 
quite a few opportunities for the 
use of chymotrypsin. The most 
frequent indication is episiotomy, 
an incision made in the perineal 
area to prevent a bad tear when, 
during delivery, the tissues of the 
birth canal are stretched to the 
limit. Engorgement of the breast 
after delivery is often not merely 
engorgement with milk, but there 
may be some associated inflamma- 
tion. This enzyme will work to dis- 
sipate the swelling and pain with- 
ina short period of time, and af- 
lords the advantage of being free 
of any hormonal action. 

Other conditions in which 
chymotrypsin has been shown to 
have a good therapeutic effect are 
bronchial asthma, sinus conditions, 
stomach ulcers and inflammations 
of the skin. 
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G E RMA- M E DICAe LIQUID SURGICAL SOAP WITH HEXACHLOROPHENE 


LEAVES HANDS SURGICALLY CLEAN 
WITHOUT THAT "DRIED OUT” FEELING 


Germa-Medica with Hexachlorophene not only cleans hands to a degree 
approaching sterility, with routine, regular use, but it also helps keep 
hands smooth and soft. It includes imported olive oil and other oils which 
increase its emollient effect upon the skin. 

Germa-Medica’s low cost and mildness make it ideal as an antiseptic 
soap for use at all hospital stations. 

And to protect against contamination in handling, from the shipping 
containers to the dispenser jars, Germa-Medica contains a special pre- 
servative. This preservative is highly active against all kinds of bacteria, 
including Gram negative microorganisms. See our representative, the 
Man Behind the Huntington Drum, for full details about Germa-Medica 
Liquid Surgical Soap with Hexachlorophene. ¢ Huntington Laboratories, 
Huntington, Indiana, Philadelphia 35, In Canada: Toronto 2. 
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Cairo, too, knows Pentothal 
Some of Cairo’s beautiful mosques date back to the 7th century. 
Even older are some of the Arab, Jewish and Coptic sections of 


the city. Yet, there is another Cairo—of wide boulevards and 


modern buildings, including many fine hospitals, where you're 
sure to see Pentothal. Doctors here find that using Pentothal 
facilitates a rapid, smooth recovery. They're also familiar with its 
safety record, backed by more than 3000 published world reports 
and 25 years of continuous use. New Pentothal literature (includ- 


ing the Rectal form) is available on your request. Send for it today. 


PENTOTHAL 


(Thiopental Sodium, Abbott) 


in intravenous anesthesia—a drug of choice the world over 


Cairo, by Jean J. Nirolesco-Dorobantzou (opposite page) is available in a handsome, wide-margin print. Write Professional Servs 
ices, Abbott Laboratories, North Chicago, Illinois, 
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‘*Toscanini Conducts'’—this month's symbol of reliability in action, as painted by Herschel Levit. For a hand- 
some print suitable for framing, write Abbott Laboratories, Professional Services, North Chicago, Illinois. 


RELIABILITY IN ACTION 


You'll soon be seeing a colorful new label on Abbott parenterals. Better organ- 
ized than before, easier to identify, quicker to read. A small matter, of course. 
Yet no step is too small for Abbott to consider... or too large... if it improves 
our service to you. Why not talk over your own parenteral solution and equip- 


ment problems with an Abbott man, soon. 


ABBOTT PARENTERALS 
SOLUTIONS AND EQUIPMENT 


ABBOTT 
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Hebdomadal Deaths: 


A coined word accepted, 
a two-fisted health official, 


and one city becomes the safest 
place in the world to have a baby! 


Officially, Dr. Herman N. Bundesen is president of 
the Chicago Board of Health; personally, he is an 
experience. 


Even the reporter whose beat routinely takes him 
into Dr. Bundesen’s office is known to spend a few 
anxious moments before a mirror prior to an inter- 
view, critically evaluating his clarity of eye and com- 
plexion, his alertness of expression. Conscientious 
attention to vitamin tablets, and a shunning of the 
late late movie are recommended preparatory steps. 


Glowingly vigorous at 77, tough, persuasive, and 
quick-witted, he likes his conversation lively and his 
people healthy. There is a swift conviction that any 
answer to his favorite opening question, “How do 
you feel?” is superfluous. A brief, penetrating look, 
and he knows how you feel. 


If he rates you low, you receive succinct but em- 
phatic directions for boosting yourself into a more 
acceptable category. 


Dr. Bundesen is helpless before this inquisitive in- 
terest, for he is passionately dedicated to the health 
of himself and his family; the health of whomever he 
happens to be talking to at the moment; of the 


The Board of Health’s “Alerter Board,” originated 
by Dr. Bundesen, is a permanent panel with an 
area allotted to every Chicago hospital handling 
maternity cases. When a hebdomadal death is 
reported, either by the hospital or the Bureau of 
Vital Statistics, an orange light goes on in the 
area concerned. 

If an examination of patient’s charts and records 
by an independent obstetrician and _ pediatrician 
reveals no preventable factors, the light is removed 
aad the case considered closed. If preventable 
‘actors are found, however, the light is changed to 
fed—the signal for a thorough investigation and 
. conference with the hospital team to eliminate 

Possibility of a recurrence. 


. If the case is not closed within a week the light 
's changed to white, indicating that action is urgent 
and takes precedence over new cases. 
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people of Chicago, especially the newborn. 

He wrote briefly on a slip of paper, and passed it 
across the desk. “Take these seven vitamins and 
minerals every day, eat sensibly, get plenty of exer- 
cise and rest, and no one will come anywhere near 
guessing your age. You'll feel young, too. I don't 
drink coffee myself, but there’s nothing wrong with 
it, or whiskey, either — except excess. Moderation is 
the root of good health.” 

“Another thing that does wonders to keep you in 
trim,” he went on, “is this exercise I'm going to show 
you. Do it whenever you can, for a total of 60 min- 
utes a day.” 

Springing up, he thumped his flat stomach, then 
put it to work with a slow rolling motion, done by 
flexing the muscles. He exercises his “insides” this 
way while sitting at his desk, riding to and from 
work, any time he has a few minutes. Erect, he gives 
the impression of a fighter lightly balanced on the 
balls of his feet, wary but confident. 


The impression is accurate; Dr. Bundesen has been 
working, and fighting, for nearly 70 of his 77 vears. 
It was one of his early pitches that led him, indi- 

(Continued on page 67) 
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All Four Benefit 
From the Finest Equipment 


Modern, safe, dependable Gomco equipment 
helps ease the tasks of the physicians and nurses 
who minister to the patient’s needs. The feeling 
of added security enjoyed by the patient inspires 
favorable opinion, which in turn enhances the 
hospital’s reputation. 

Such is the case with the Gomco No. 799 Mo- 
bile Aspirator. Ideal for hospital floor use, this 
powerful unit is easy to move about, simple to 
operate and maintain. Controls are conveniently 
located at the top of the unit. The regulator valve 
controls the exact degree of suction required, 
from 0” to 25” of mercury. Quiet, vibration-free 
operation leaves the patient undisturbed and re- 
laxed. Gomco Aerovent® overflow protection — 
automatically prevents flooding of the suction 
bottle, thus protecting the pump from damage. 


Yes, patients, physicians, nurses, hospitals —all 
four benefit from the fine performance of equip- 
ment like the Gomco No. 799 Mobile Aspirator. 
Phone your Gomco dealer — he’ll be glad to dem- 
onstrate the superior features of this and all the 
other quality units in the complete Gomco line. 


-GOMCO SURGICAL MANUFACTURING CORP. 


828-H E. Ferry St., Buffalo 11, N. Y. 


Smooth-rolling, rubber-tired 
provide Distributed Outside the U.S. A. and Canada by: 
INTERNATIONAL GENERAL ELECTRIC COMPANY 
No. 799 Mobile Aspirator. 
150 East 42nd Street, New York 17. N.Y. 
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HEBDOMADAL DEATHS continued 

rectly, to a medical career. Born in Berlin, the son 
of a Danish farmer who was killed in an accident six 
months later, he was brought to America by his 
mother. Because she lacked funds, his first six years 
in Chicago were spent in an orphanage until she 
could establish a home for him. When he was about 
eight, he knocked off Bishop Edward Cheney’s hat 
with a snowball. 


The Episcopal prelate picked up the boy along 
with his hat, and introduced him to the church. 
Encouraged and helped by the friends he made, he 
decided to become a doctor, and graduated from 
Northwestern University medical school in 1909. 


In his early battles, he was often knocked com- 
pletely out of the ring; but he had an indefatigable 
habit of climbing back in to deliver an unexpected 
Sunday punch, leaving his opponent flat on the 
canvas. 


In 1914, he started his first city job as a health 
inspector at $70 a month. In 1922, the late Mayor 
William Hale Thompson appointed him health com- 
missioner; and in 1927, fired him for refusing to use 
health literature as a. vehicle for political propa- 
ganda. Bundesen wrapped up this bout by running 
for coroner, and being elected by more than a million 
votes. 


On May 7, 1931, he was appointed Commissioner 
of Health, and on Dec. 29th of the same year became 
President of the Board of Health, a post he has held 
continuously ever since. In 1938 he started the most 
relentless campaign of his career —the fight for the 
the life of the newborn infant. The death of a baby 
immediately after birth hits him with all the impact 
of a personal tragedy, and one he can neither become 
inured to, nor accept. Just one such occurrence gal- 
vanizes him and his public health team into the kind 
of swift and decisive action cities traditionally have 
reserved for a case of smallpox. 


“Rich babies usually don’t die,” said Bundesen, 
“because a specialist handles the case early enough 
to do something about complications, should they 
arise. Doctors’ babies usually don’t die, either. I have 
six children who were properly delivered, though 
there were complications in several instances, because 
I knew the person to call, and when to call him. 
Now if I, as a doctor and a father, had these advan- 
tages, why shouldn’t I see to it that all of Chicago’s 
babies have them?” 


In protecting the city’s babies — there were 100,000 
of them born last year — Bundesen’s whole approach 
in reducing infant deaths (“a misnomer, because more 
babies die in the first week of life than the rest of 
the entire year”) is epidemiological. Prior to this 
viewpoint, the board of health was fenced in by con- 
tagious and infectious diseases. 

The fact that more infants die the first day is, 
according to the health commissioner, a startling and 
significant statement. Equally startling and significant 
is his statement that the majority die needlessly — 
“they don’t die unless we let them.” 


Though most infants do die the first day, and the 
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overall majority within three days, the board of 
health uses seven days as the basis of investigation 
of cause to make sure they don’t miss any of the 
more subtle, but important, contributing factors 
which may have been preventable. 


Deaths occurring within this period are termed 
“hebdomadal” deaths, a word coined by Dr. Bunde- 
sen, accepted by the American Medical Association, 
and used as a category by the Committee on Maternal 
and Child Care of the association’s Council on Medi- 
cal Service in their “Guide for the Study of Perinatal 
Mortality and Morbidity.” 

The most potent weapon against preventable 
deaths, of course, is education, and Bundesen and 
his crew educate everyone with whom they come in 
contact — prospective mothers, hospital personnel 
from administrators to nurses’ aides, and doctors. A 
great deal of material is disseminated via broadcasts 
and booklets; an estimated 2,000,000 copies of “Our 
Babies,” printed in several languages, have been sent 
to new mothers. But most of the educating process 
is highly personal. 

Every pregnant woman in need of prenatal care is, 
found; held on to; and instructed. When complica- 
tions arise, experts are brought into the case regard- 
les; of race, creed, or color; and if she needs it, she 
gets hospital care, regardless of her inability to pay. 

The foundation of the program is case finding and 
case holding. 


“We turn heaven and earth to find these women 
in need of prenatal care,” said Bundesen, “and we 
never let them go. Our nurses literally go from door 
to door to find them, and to indoctrinate them; our 
health officers, instead of reporting contagious dis- 
eases, are reporting pregnancies. If women are reg- 
istered for prenatal care, but don’t return to the clinic, 
our workers follow up to find out why, and see to it 
that they do return. 


“Our job is to get to the indifferent people. It’s 
the people who don’t know they don’t know that are 
our biggest headache. These have a tendency, and a 
desire, to get shiftless, but we refuse to let them have 
their way. If they get tough, we take them by the 
arm and get even tougher. We feel we have not only 
the right, but the absolute obligation, to get tough 
because there’s another life involved. We can’t see it 
yet, but it’s kicking around in there, and we don’t 
intend to let anyone hurt it — including the mother.” 


Hospitals and doctors, in the early days, were not 
without the need for, and resistance to, education. 


“None of us likes someone else butting into our 
affairs and the way we do our job, especially on the 
professional level,” said Bundesen, “and I don’t make 
a pest of myself because I enjoy being a nuisance. 
The thing is, you have to irritate to get action. But 
before you irritate, you must be sure that the action 
you are after is honest, just, and good. If it is, you 
can’t lose, though you may get slightly battered.” 


Sensitive, but impervious to hurt in connection 
with his program, and utterly disdainful of “influ- 
(Continued on page 79) 
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ARE YOU 
ACHIEVING 
TRUE COLD 


® 


-IS LETHAL TO— FUNGI, BACTERIA, VIRUSES, RESISTANT 
SPORES —IN LESS THAN 1 HOUR—AND YET IS NON-TOXIC! 


*WAREXIN: Clorpactin® (a group of hypochlorous deriva- 
tives) to which buffers have been added for stability 
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PREVENT CROSS-INFECTION! 
Sterilize with WAREXIN 


Can safely be used for: 


1. All instruments made of stainless steel or other 
widely used corrosion-resistant alloys — even fine stainless 
hypodermic needles. 


2. Articles made of rubber, plastic, non-porous fibers, 
glass, porcelain, enamel. 


3. Complex equipment such as anaesthesia apparatus, heart-lung 
machines, artificial kidneys, etc. 


4. Containers such as colostomy bags, urinals, air filters. 


5. Special surfaces: hospital and laboratory walls, floors, tables. 


MIX WITH ORDINARY TAP WATER 


Because Warexin concentrate 
is a true Cold Sterilizing Agent, 
it is unnecessary to use distilled 
water. Just add 1 level measure 
to each quart of tap water. 
Warexin solution gives you 
effective kill in 1 hour or less. 


ECONOMICAL! A 5 oz. bottle 
makes 12-16 quarts of 
solution. Cost: approximately 
27¢ a quart! 


RUBBER COMPANY 


PROVIDENCE 2, R. |}. 


Lattimer, John K., and Spirito, A. L.: Clorpactin for Tuberculosis cystitis: Instrument sterilization, Journ. of Urology, Vol. 
73, No. 6, June, 1955. * Wolinsky, E., Smith, M. M. and Steenken, Wm. Jr., Tuberculocidal Activity of Clorpactin. A New 
Chlorine Compound, Antibiotic Medicine, 1:382-384, July, 1955. * Sanders, Murray and Soret, M. G.: Virucidal activity of 
WCS-90, Antibiotics and Chemotherapy, Vol. V, No. 11, Nov. 1955. © Gliedman, M. L., Lt. (MC) USNR, Grant, R. N. Capt. 
(MC) USN, Vestal, B.L., B.S., and Karlson, K. E., M.D.; Impromptu Bowel Cleansing and Sterilization, Surgery, 43:282-287. 
* From The Textbook, Extracorporeal Circulation, Edited by Dr. J. Garrott Allen, Page 87; Charles C. Thomas, Publisher. 
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HEBDOMADAL DEATHS continued 


ence,” Dr. Bundesen explained the temper of his 
armor: “I have been signing death certificates for 40 
years. Nothing anyone can say about me, nothing 
anyone can do to me, can hurt me the way it does to 
put my name on the death certificate of a new baby, 
to which I can mentally add the note, ‘it didn’t have 
to happen.’ ” 


A Hospital Audit Unit, consisting of a registered 
nurse and a doctor, operate out of the board ol 
health. The nurse visits every Chicago hospital at 
least once every ten days; both visit at least once a 
month, more frequently if conditions warrant. 

Dr. Bundesen’s office cannot insist on a consulta- 
tion with a hospital obstetrician or pediatrician il 
they feel one is indicated, but such consultations, 
which are given free of charge, are becoming routine 
as doctors realize their value to their patients, and 
themselves, and the tremendous accomplishments ol 
the overall program. 

These days, the doctors of Chicago are well alerted 
to the program, as are the overwhelming majority 
of hospitals. Some hospitals make it their business 
to check their own performance constantly in an 
effort to reduce hebdomadal deaths. Those that don’t, 
find Bundesen on their hands—and he can be quite 
a handful. 


In June of 1938, having exhausted his somewhat 
limited supply of patience, Bundesen ordered the 
old West Side Hospital closed because of a “persist- 
ent refusal to comply with health regulations.” On 
the witness stand, he testified that “childbirth is not 
safe” in the hospital. 


The case continued in the courts for nearly a year, 
with newspaper reports offering between-the-lines 
enlightenment on how to achieve one’s ultimate goal. 
Bundesen made an issue of the fact that the morgue 
was not sealed. The harried president of the hospital 
board reported the work of sealing nearly completed. 
Bundesen immediately redirected his attention, and 
got into a lengthy controversy regarding the size of 
the fat globules in the ice cream manufactured and 
served at the hospital. 


Though it is nowhere put into words in the press 
coverage (and the health commissioner is not respon- 
sive to questioning other than with a sudden twin- 
Kling of the eyes), the reader gets the impression that 
Bundesen was not convinced the hospital was going 
to become safe for childbirth, due apparently to a 
somewhat rigid concept of its responsibilities. At any 
rate, as soon as one violation was corrected, the board 
of health popped up with another from a seemingly 
inexhaustible backlog, and the hospital never did 
Teopen. In February of 1939, the board of trustees 
advised its sale, and in April of that year it was 
acquired by the county. 

_ In the past two years, there has been an increase 
in indigent births, and an increase in premature 
births and malformations, due in large part to an 
Mcrease in Chicago's foreign-born population. To 
counteract this trend, the board of health has in- 
creased by 5,000 the number of women registered 
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for prenatal care, with an enormous increase in the 
allotment of food, diet and vitamin supplements. 

In 1955, to visualize, and to accelerate still more, 
the investigation and correction of situations con- 
tributing to preventable infant deaths, Dr. Bundesen 
originated an Alerter Board with Dr. Lawrence Le- 
Vine, a board of health physician who has worked 
closely with the commissioner for many years, in 
charge. 

A 24-foot permanent panel, the board has a given 
space for every Chicago hospital handling maternity 
cases. When a hebdomadal death occurs, the board 
of health is notified immediately, either by the hos- 
pital itself, or by the Bureau of Vital Statistics, which 
has its offices in the same building. An orange light 
is placed in the hospital’s area, and the board of 
health at once obtains all charts and records on the 
case from the hospital for an independent review by 
two specialists, an obstetrician and a_ pediatrician. 
Dr. LeVine serves as arbitrator. 

"These specialists are clinicians,” said Bundesen, 
“not basically interested in improper management on 
the part of the hospital, but only in the factors con- 
tributing to the death. In the course of their review, 
they do sometimes come upon substandard practices 
or omissions, which they mention in their report.” 


If no preventable factors are found in the heb- 
domadal death, the light is removed and the case 
considered closed. If one or more such factors are 
found, however, the orange light is replaced by a red 
one — the signal for a three-way conference at the 
hospital between the board of health team, armed 
with the specialists’ findings, a hospital team of doc- 
tors and nurses, and the administrator. 


All facts in the case are presented to, and dis- 
cussed with, the administrator, who is asked to 
evaluate them, and to notify the board of health 
with all possible speed of his findings. If they agree 
with those of the board of health, as they almost 
inevitably do, he is asked to outline suggested cor- 
rective measures, and to state how and when he will 
go about making them part of the technics and _prac- 
tices of the hospital. Progress reports are submitted, 
and checked bv the board of health, until the neces- 
sary corrective measures are on a satisfactory working 
basis. 

The goal is to clear every case within a week. Any 
light still red at the end of a week is changed to a 
white light to indicate negligence on the part of the 
board of health. Bundesen calls this ‘‘seli-checking,” 
and white lights are a rarity on the panel. 

Because of a fighting doctor's willingness to “irri- 
tate for action,” and because his team never lets the 
desirability and urgency of its objective be dimmed 
or dismayed by ignorance, resistance, or frustration, 
Chicago is the safest place on earth for a new baby 
to start its life. 

Preventable mortality is approximately 25 percent 
of hebdomadal deaths. The program of the Chicago 
Board of Health has brought this figure down to 
between 12 and 15 percent — the lowest percentage 
and the lowest death rate in the world. 


Formula: benzocaine 4.7% 
benzethonium chloride 0.1%; 
menthol 0.5%; dissolved in 
oils (DOHO PROCESS) 


Available in 3 sizes: 


PRESCRIPTION: new 3 oz. 
(for individual therapy 
in hospital & home) 


HOSPITAL: 12 0z. economy 
JUNIOR: 6 oz. 
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SOOTRING TOPICAL ANESTHETIC BACTERICWAL + FUNGICIDAL SPRAY 


APPLIED WITHOUT TOUCHING THE INVOLVED — 
SENSITIVE AREAS—IJmmediate relief of pain and 
itching is experienced 


Other indications responding 
to DERMOPLAST'’s quick, 
therapeutic pain relief: 


perineal suturing 
hemorrhoids 
pruritus vulvae 
wounds 

burns 

abrasions 
sunburn 


Supporting clinical data on request 


MALLON DIVISION OF DOHO 


100 VARICK ST.. NEW YORK 13.°N. Y. 
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Recent Reports on 


. . learning ability 


. . . speech problems 


. . . Vitamin intake 
. vaccination 


Lags in Learning 


Prematurity Affects 
Child’s Learning Abilities 


A psychological follow-up study of premature infants 
implies that prematurity, without influencing in- 
telligence per se, has a long-range effect on a child’s 
sensory-motor, perceptual and conceptual development 
which influences his learning abilities. 

Results have showed that the premature group 
asa whole did less well, or fell into a lower percentile 
group, than did the control group, and that these 
differences were of statistical significance.—J. M. Elder, 
Athol Hughes, M. S. Rabinovitch, Montreal, Que., 
Canada. 


Diet, Taurine Linked 


Taurine Excretion Greater 

In Breast Fed Infants 

A recent study has disclosed that taurine excretion is 
closely correlated to diets of infants. Only small 
amounts of taurine are excreted in the urine of infants 
led cow's milk, while those who are breast fed excrete 
a considerable amount of this compound. 

This finding is true because although the amino- 
acid excretion is very constant in individuals above 
six months of age there are special peculiarities in 
the excretion of $-amino-iso-butyric acid, ethano- 
lamine, proline, hydroxyproline, taurine, and some 
other amino-acids during the first few months of life. 
—R. Jagenburg, Gothenburg, Sweden. 


Vitamin Intake Studied 


Absence of Bile 

Reduces Vitamin K: Absorption 

It has been found that if bile and pancreatic juice 
are absent from the intestines of animals, absorption 
of vitamin K, is reduced drastically, but absorption 
of vitamin K, is essentially normal. Under the same 
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conditions, vitamin K, can be absorbed if the intestine 
is provided with pancreatic lipase. 

The distribution of these vitamins was investigated 
in animals by labeling the vitamins with radioactive 
carbon 14. It was found that about one-third of an 
oral dose of vitamin K, is transported from the in- 
testine via the lacteal system, but that almost all 
vitamin Kg is transported via the portal vein.—G. J. 
Miller, Saskatoon, Canada. 


Speech Movement Seen 


Cine-Fluorography Aids 

Cleft Palate Therapy 

Movements of the palate and pharyngeal soft tissues 
during speech can be seen by the use of cine-fluor- 
ography utilizing an image intensifier and camera that 
permits simultaneous optical recording of speech. 
This method has been applied to the investigation of 
children with clefts of the palate, palatal paralysis 
and foreshortening of the palate without clefts. 

In patients with cleft palates, information obtained 
from these studies aids in the decision of surgical 
or prosthetic closure of the palate and in the evalua- 
tion of the adequacy of closure. 

Such studies also promise a clarification and evalua- 
tion of the child’s speech during long-term speech 
therapy and the effect of speech therapy on the motor 
function of the pharyngeal structures.—J. A. Kirk- 
patrick, R. W. Olmsted, Philadelphia, Pa. 


Smallpox Vaccination 


Traditional Beliefs Untencble 

Extensive Studies Show 

Experience gathered in Indian field trials permitted 
us to re-examine some of the traditional public 
health concepts in the field of smallpox vaccination. 
Our Indian colleagues observed that in 1,800 of 


(Continued on next page) 
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some 2,000 carefully studied cases the smallpox pa- 
tients had one or more vaccination scars. In the 
epidemic we studied, over 80 percent of the patients 
had been successfully vaccinated at least once, and 
50 percent two or three times, though none within 
the preceding 12 months. Those said to have been 
vaccinated shortly before exposure were shown to 
have had only the early allergic response, which was 
falsely mistaken for a reaction of immunity. 

Patients who had received three or four vaccina- 
tions in their lifetime usually had a modified clinical 
disease, and a lower mortality rate. Contrary to gen- 
eral view, therefore, smallpox does occur in indi- 
viduals successfully vaccinated. We find in our coun- 
try, where vaccination is almost universal, that less 
than one-quarter of young adults are likely to be 
immune il exposure does occur. 

While it is widely believed that vaccination per- 
formed promptly after exposure will prevent the 
disease, the incidence varies between 10 and 40 per- 
cent in our experience; and vaccination, in order to 
solidly protect, must be successfully performed before, 
rather than after, exposure. 

Vaccination has been generally thought to be an 
“all or none” phenomenon. Our observations indi- 
cate, however, that there is a quantitative as well as 
a qualitative phase involved, and that the degree 
of immunological response probably does depend in 
part on the quality of virus multiplying in the skin 
and regional subcutaneous and lymphoid tissues. The 
old idea that significant viremia regularly occurs .in 
primary vaccination, and that the virus is found with 
ease in blood and nasopharynx is no longer tenable. 
—C. Henry Kempe, M.D., professor of pediatrics, 


University of Colorado School of Medicine, Denver. 


Juvenile Delinquency 


Pediatricians Need More Knowledge 
Of Factors Affecting Family Life 


Group III of the Arden House Conference on Ju- 
venile Delinquency, of which I was a member, was 
expected to discuss delinquency arising from commu- 
nity-centered causes. The participants, representing 
pediatrics, psychiatry, law, public health, and sociol- 
ogy, spent some time, as is usual in groups of mixed 
disciplines, learning to understand each other's 
language. 

After this barrier had been opened, it was clear 
that the causes of juvenile delinquency which may 
be centered in the community are really cultural 
conflicts. The newest immigrants in the community 
have the highest delinquency rates because their 
attitudes and practices clash with the class strata 
above them. 


Sociologists in the group took the position that 
85 percent of juvenile delinquency was in the lower 
classes. Other members of the group, especially pedia- 
tricians and lawyers, disagreed heartily with this posi- 
tion in the light of their own experience. There 
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was complete agreement, however, that more training 
in child guidance and child psychiatry is needed in 
pediatric education. 


Six suggestions were made: 


1. That all doctors acquire a better knowledge of 
mental problems. 


2. That all be able to manage simple emotional 
problems. 


3. That the American Board of Pediatrics accept 
the responsibility for three to six months of special- 
ized training for pediatricians. 

4. That medical schools recognize the need, and 
offer courses as part of the overall medical training. 


5. That the Academy of Pediatrics offer post- 
graduate courses. 


6. That conferences be held to help the pediatri- 
cian assume his responsibility in community affairs. 


We need, too, as physicians, parents, and just plain 
people, to inculcate authority in the home, the school, 
and the church, and to elevate the moral tone of 
children in their respect for such authority.—George 
M. Wheatley, M.D., medical director, health and wel- 
fare, Metropolitan Life Insurance Co.; district chair- 
man, District II AAP, New York, N. Y. 


Virus Death 


Viral Infection May Be Cause 
In Unexpected Infant Death 


A possible relationship between virus infection and 
sudden death in infants has been shown. 


Recently, 50 infants between the ages of ten days 
and two years, who died unexpectedly between April 
and November of 1957, were studied. This group 
included two who died following trauma. 


At necropsy, eight demonstrated various signs, 
such as congenital heart disease, meningomyelocoele, 
hydrocephalus, and myocarditis. The remainder 
showed only the minor changes usually associated 
with this syndrome. 


In nine instances, viral agents were isolated from 
the patient, his family or both. Four of the viruses 
have been identified as poliovirus. Three others are 
presumed to be Coxsackie viruses. One agent had 
the characteristics in tissue culture of ECHO virus. 
The remaining agent has not yet been classified.—Eli 
Gold, D. Carber, H. Heinesberg, L. Adelson, Cleve: 
land, Ohio. 


Heart Disease 


Congenital Heart Disease 
Increases Basal Metabolism 
Children with congenital heart disease, especially 
persistent cyanosis, show abnormal physiologic phe- 
nomenon. One of these is growth failure. 

In examining certain physiological phenomenon 
of such children, it was revealed that their basal 

(Continued on page 84) 
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Now... 
Micro-Filtered Air 
for the 

No. 1 Croup Tent 


Continuous recirculation of fresh, cool, moisture- 
saturated air, an exclusive feature of the 
CROUPETTE®, “‘is important in the care of babies 
with lower respiratory infections.””! 


First ‘“‘cool vapor’ croup tent, the CROUPETTE 
is used in more than 83% of all hospitals in the 
U.S. accredited for residency training in pedia- 
trics, including all those affiliated with U.S. 
medical schools. Compact, portable, easy to set 
up or store, with no moving parts, the CROUPETTE 
is as simple to operate and maintain as it is 
clinically safe and efficient. 


Now, by means of the new AIR-SHIELDS 
D1a-PuMP® with MICRO-FILTER, compressed air 
to operate the CROUPETTE can be kept virtually 
pathogen-free. Easy to carry, the DIA-PUMP is 
quiet, oil-free and unconditionally guaranteed 
for one year. 


1. Kirkwood, E. S.: Nursing World 129:8, 1955. 


Dia-Pump compressor (Model EFC), Visibility, accessibility and simplicity 
for continuous operation at low cost, are Croupette features. Cool, Micro- 
delivers MicRO-FILTERED air at con- FILTERED, moisture-saturated air pro- 
trolled positive pressure to 30 pounds vides ideal atmosphere for therapy of 
per square inch. respiratory infections. 


the/ Croupette 


Cool-Vapor and Oxygen Tent by AIR -SHTELDS, INC. 


Hatboro, Pa. 


FEBRUARY, 1960 


For information and orders 
(with 30-day return privilege) 
call collect: OSborne 5-5200, 
Hatboro, Pa. 


Canada: Air-Shields (Canada), Ltd. 
8 Ripley Ave., Toronto 3, Ont. 
Phone: Roger 6-5444. 
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brings 
smart styling to 
O. R. Caps 


5 designer styles to choose from! 


ACME’s O.R. caps are designer styled, com- 
fortable as well as functional. Made of a fine, 
lightweight muslin, they fit without disturbing 
your hairdo and prevent loose hair from fall- 
ing. Five attractive styles to choose from, with 
gussets and adjustable tie tapes or in the smart 
drawstring style. All ACME caps are pre- 
shrunk to withstand repeated launderings. 
Colors: White, Jade Green, Misty Green. 


SURGEONS’ ROUND TOP 
With elastic gusset for com- 
fortable fit. Adjustable stitched 


tie-tapes. Colors: White, Jade 
Green, Misty Green. 


WRITE TODAY for completely illustrated 
price list including nurses’ and surgeons’ caps, 
plus approved face masks. 


MAL MAX. COTTON PRODUCTS CO., inc. 
245 FIFTH AVENUE, NEW YORK 16, NEW YORK 
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metabolism rate is generally increased. Also, high 
serum gamma globulin, blood oxygen-capacity and 
frequent appearance of macrocytes are seen in per: 
sistently cyanotic patients.—Senzaburo Isoda, Tokyo, 
Japan. 


Croup Syndrome 


Recent Studies Prove Croup 
Result of Viral Infection 


It has been claimed for many years that croup is 
the result of viral infection in at least 80 percent 
of cases. However, it has not been until the past four 
years that, with the use of improved virologic technics, 
this contention has been proved. 


Regardless of the direct, precipitating cause of 
croup, there are a number of factors that are of im- 
portance in predisposing an individual child to the 
development of the syndrome. Age is an important 
factor, a majority of patients being between the ages 
of three months and three years. An important ex- 
ception is that Hemophilus influenzal and diptheritis 
croup occur most commonly between the ages of three 
and seven years. 


The incidence of croup is higher in males than in 
females. Even in postoperative or traumic croup, the 
same sex incidence prevails, but we have no explana- 
tion for this as yet. 


It has been stated that an anatomically detective 
or immature larynx may be a factor, but there is no 
evidence to suggest it is an important one. Evidence 
that allergic factors predispose to the development 
ol the ailment is inconclusive. 


With the improvement of laboratory and_ tissue 
culture technics, studies in recent years to elucidate 
the viral etiology of croup syndrome have enabled 
us to isolate, among others, type 1 and type 2 hemad- 
sorption virus, U virus, CA virus, and ECHO virus. 
During the influenza epidemic of 1918-19, it became 
apparent that the same organism that caused influenza 
might also cause croup syndrome, but this had not 
been verified until recently. 


Because of the increasing number of viruses being 
isolated from specimens obtained from children, a 
word of caution is necessary regarding the etiologic 
association of infection with such viruses and human 
illness. 


The mere isolation of a virus from a patient should 
not be interpreted as being of etiologic importance 
without substantiating evidence. The possibility vf 
concurrent infection with another pathogenic agent 
must be eliminated. Further, the virus should be 
isolated in widely separated geographic areas by dif 
ferent investigators from patients with similar ill- 
nesses. The same stringent criteria used to associate 
virus infection with other clinical syndromes should 
equally apply in croup.—Henry G. Crambleti, M.D. 
assistant professor, department of pediatrics, State 
University of lowa, lowa City. 
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STERIL-PAK 
LATEX BALLOON 
CATHETERS 


ready for use... 
reliable performance... 
reasonably priced. 


Send for new illustrated catalogue RG-5 


ORDER THROUGH YOUR DEALER 


Metro MEDICAL Inc. 


17 WEST 17th STREET, NEW YORK 11,N.Y. 


YOU ARE RIGHT WITH RUSCH 
manufacturers of a complete /ine of fine catheters since 1885 


VISIT QUR BOOTH, NO. 133, at the AORN MEETING IN NEW YORK CITY 
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Incapacitated 
Patient 


LIFTING 
AND 


WEIGHING 


is no problem 
WITH A 


With increased versatility and new 
accessories ... such as the easy-to- 
install, 300 pound capacity scale .. . 
Porto-Lift ends forever the strain 
and discomfort of patient lifting, 
moving and weighing. 
For easier, effortless patient handling, 
specify Porto-Lift. 
Ask your medical dealer for a demon- 
stration .. . or write: 
PORTO-LIFT 
MANUFACTURING CO 


HIGGINS LAKE, 
MICHIGAN 
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The Book Corner 


SOCIOLOGY AND SOCIAL PROBLEMS 
IN NURSING. 

By Sister Mary Isidore Lennon, R.S.M. 
St. Louis, Mo.: The C. V. Mosby Company, 
1959. 491 pp. $5.00. 


Written to encourage student 
nurses to apply sociology principles 
in patient care, this book stresses 
understanding the “whole” person. 


Guiding principle is that a nurse 
who understands man’s nature and 
destiny has an advantage in deal- 
ing with problems and adjustments 
incident to illness, and in restoring 
her patients to normal social and 
physical functioning. 


After a short introduction on 
health, society, and changing nurs- 
ing concepts, social relations of 
man are discussed. What effects do 
culture, heredity, and environment 
have on him? How is his character 
formed by. these factors? 


Origin and necessity of laws, 
rights, and duties, including those 
of nurses, are related. Various 
races are discussed with emphasis 
placed on equal nursing care. 


Concentrating on the modern 
family, the author explains their 
types, interrelations, and roles, and 
how they are affected by outside 
conditions, i.e. wars and depres- 
sions, 


Other information concerns wel- 
fare agencies and projects of mod- 
ern communities, medical social 
problems of the community, pro- 
posed solutions to these problems, 
and social aspects of illness. 


MEDICAL AND SURGICAL NURSING II. 
By Amy Frances Brown, R.N., B.Ed., M.S. 
in N., Ph.D. Philadelphia, Pa.: W. B. 
Saunders Company, 1959. 850 pp. 
Designed for junior or senior stu- 
dents in diploma or degree pro- 
grams, this publication concen- 
trates on care of adult medical and 
surgical patients. Because of this, 
it assumes an understanding of in- 
ternational and national health 
problems and programs and a 
grasp of medical diseases. 


There are chapters on bacterial 
and nonbacterial diseases, medical 
and surgical emergencies, eye, ear, 


nose, and throat diseases, and or. 
thopedic, neurological, dermatol. 
ogical, gynecologic, and urologic 
nursing. 


Appendix includes a series of 
diagnostic tests, list of multiple 
sclerosis and muscular dystrophy 
clinics, and addresses and_ short 
sketches of national associations re. 
lated to topics discussed. 


THE AMPHETAMINES, THEIR 
ACTIONS AND USES. 

By Chauncey D. Leake, Ph.D. Springfield, 
UL: Charles C. Thomas, 1958. 167 pp. 
As stated on the cover, this book 
is designed “to aid physicians, law. 
yers, sociologists, lawgivers, and 
administrators, and other intelli- 
gent people to understand how the 
amphetamines act and how they 
may be used for individual and 
social benefit.” 


As an introduction, the author 
presents information on_ history, 
sources, and physico-chemical prop: 
erties of this drug family. Included 
are several charts, one a table of 
amphetamines and their relatives 
which gives names, chemical names, 
chief sympathomimetic action, and 
ordinary dosage. 


Therapeutic uses of these drugs 
in treating depressed states, narco- 
lepsy, Parkinsonism, epilepsy, bar- 
bital poisoning, drug addiction and 
alcoholism, behavioral problems in 
children, enuresis, psychopathic 
states, geriatrics, obesity, and preg: 
nancy are discussed. Under each 
section, there is information on 
treatment reactions. 


Other chapters include material 
on absorption, fate, and excretion 
of amphetamines; pharmacology; 
pharmacodynamics; toxicity; and 
sociological aspects of use and 
abuse of these drugs. 


While concentrating mainly on 
amphetamine sulfate, D-amphets 
mine sulfate, and methyl-ampheta 
mine, information is also given on 
chemical relations of compounds 
having similar actions. Standard of 
reference is amphetamine sulfate 
with other drugs described in com- 
parison to it. 
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WECKTRONIC GLOVE TESTER* 


TESTS SURGEON'S GLOVES WHILE HE IS OPERATING 


This revolutionary Glove Tester immedi- e protects both surgeon and patient 

ately signals a warning when there is ever. against infection 

the tiniest, invisible puncture in the sur- e operates on 414 volts — well under the 
geon’s glove! When rinsing or testing, any requirements of the national safety code 
puncture in the glove completes the electric e attached to basin stand — takes up no 


additional room in the working field — does 


circuit through the saline solution, thus : 
not interfere with draping of basin 


activating a warning signal. 
% developed at the request of Dr. William C. 


e reading is instantaneous and positive Beck of Guthrie Clinic, Sayre, Pa. (PAT. PEND.) 


Write for descriptive folder, prices, etc. 


70 years of knowing how RIK 
EDWARD WECK & COMPANY  Brookiyn 1, New York 
: DIVISION OF STERLING PRECISION CORP. 


Manufacturers of Fine Surgical Instruments and Hospital Specialties - Instrument Repairing 
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DEPARTMENT 


Peritoneal Dialysis: Technic and Applications* 


By Morton H. Maxwell, M.D., Robert E. Rockney, M.D., 


Charles R. Kleeman, M.D., 


Complications of earlier methods of peritoneal 
dialysis, such as peritonitis, overhydration, electro- 
lyte abnormalities, leakage, and drainage difficulties 
have been eliminated by a new technic of inter- 
mittent dialysis utilizing commercially prepared 
electrolyte solutions, special catheters, and a 
“closed system” of infusion and drainage. 

This method was mechanically successful in 76 
instances. Conditions treated satisfactorily includ- 
ed acute renal failure, barbiturate poisoning, 
intractable edema, hepatic coma, hypercalcemia, 
and chronic uremia. 

Although less efficient than the artificial kidney 
on an hourly basis, peritoneal lavage is easier to 
use over extended periods of time. 

Solutions: Although previous authors have ad- 
vocated extemporaneous preparation of the lavage 
fluid from commercially available solutions, we 
have found this to be arduous and unsatisfactory. 
Many hospital pharmacies do not stock the neces- 
sary anhydrous magnesium and calcium chloride. 
The pH must be accurately adjusted and the 
sodium bicarbonate added separately, or precipi- 
tations of calcium salts may occur. Caramelization 
and discoloration of the dextrose-containing solu- 
tion may take place during autoclaving, and ade- 
quate sterilization is seldom assured. 

Solutions are now prepared commercially and 
may be stocked in ordinary liter infusion flasks in 
the hospital pharmacy, together with special Y-type 


*Condensed from an article in the June 20, 1959 issue of the Journa/ 
of the American Medical Association, with the permission of the 
Journal and the authors. 

**The authors are from the department of medicine, University of 
California at Los Angeles, and Wadsworth Hospital, VA Center. 
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and Mary R. Twiss, R.N.** 


administration tubing and _ sterile catheters. A 
dialysis thus can be started within 30 minutes after 
the decision is made. 

The dialysis solution is essentially an idealized 
potassium-free extracellular solution with enough 
dextrose added (1.5%) to increase the osmolality 
to 372 milliosmols (mOsm.) per liter, somewhat 
higher than the levels we have found in uremic 
patients. This prevents absorption of administered 
fluid from the abdomen and the overhydration 
frequently reported after earlier procedures. 

Potassium is omitted because dialysis is often 
performed to corrert hyperkalemia. When it is 
used for barbiturate poisoning or in other situa- 
tions in which there is a normal serum potassium 
level, potassum chloride can be added as a con- 
centrate by hypodermic syringe to bring the con- 
centration to 4 mEq. per liter. 

Since crystalloids diffuse in both directions across 
the peritoneal membrane, any biochemical abnor- 
malities in the patient’s serum will be partially 
corrected by the use of a solution containing “nor- 
mal” concentrations of all the physiologically 
important electrolytes. To alter the solutions ac- 
cording to the individual patient’s specific electro- 
lyte pattern is hazardous in most hands and con- 
tributes little to the over-all clinical results. 


Since 2 liters of solution are given simultane- 
ously, with immediate mixing within the peritoneal 
cavity, additional drugs or electrolytes need only 
be inserted into one of the bottles, lessening the 
chance of bacterial contamination. 


To each 2 liters of solution are added 25 mg. 
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of tetracycline, 8 mEq. of potassium chloride (if 
the serum potassium level is not elevated), and 
10 mg. of aqueous heparin. The use of heparin 
is discontinued after three exchanges if the out- 
flow fluid is not grossly sanguineous. 

When a peritoneal dialysis is performed tor the 
relief of intractable edema, a hypertonic solution 
with identical concentrations of electrolytes but 
with 7% dextrose (versus 1.5%) is used, having an 
osmolality of 661 mOsm. per liter. This results 
in marked negative fluid balance during the pro- 
cedure. Ten percent dextrose (842 mOsm. pei 
liter) has also been used for this purpose. 


Materials: The necessary equipment (fig. 1) 
consists of an ordinary paracentesis set with a 
straight 17 F. Duke trocar set, suitable quantities 
of dialysis solution with tubing, and sterile cath- 
eters. After experimenting with plastic catheters 
of various types, it was found that the most suitable 
is a fairly rigid nylon catheter, 11 in. long, slightly 
curved at the distal end, with a solid, rounded tip 
(fig. 2). The distal 3 in. is perforated with mul- 
tiple smooth holes of very small diameter (80 
perforations, 0.02 in. in diameter). The external 
diameter of the catheter is 0.136 in. and is made 
to fit snugly into a 17 F. metal trocar. 


Perhaps the single greatest complication in the 
past has been difficulty in obtaining adequate out- 
flow. This led various workers to utilize inflow 
and outflow tubes through two separate abdominal 
incisions, to devise elaborate sump pumps for 
negative-pressure drainage, and to insert the tubes 
under direct vision in the operating room. In 
retrospect, inadequate drainage resulted from (a) 
clinging of the omentum and intestines around 
the irritating metal and rubber tubes, (b) fibrin 
clots within the outflow tube, and (c) most im- 
portant, plugging of the tube with tiny bits ol 
omental fat sucked into the lumen through the 
perforations. The use of nonirritating plastic cath- 
eters and the addition of adequate heparin to 
the inflow solution has eliminated the first two 
factors. The simple expedient of greatly reducing 
the diameter but increasing the number of the 
multiple distal perforations has successfully pre- 
vented particles of omentum from entering the 
catheter and permitted the use of simple, smooth 
catheters rather than more costly double-lumened 
or grooved tubes. 


Procedure: ‘The patient should be supine or 
semi-supine with his bladder emptied just prior 
to the procedure. No special sedation is necessary 
unless the patient is unduly apprehensive or agi- 
tated. The abdomen is shaved, prepared, and 
draped as for a pararotomy. After local infiltration 
with procaine hydrochloride, an incision is made 
in the midline about one-third of the way from 
the umbilicus to the pubic bone. The incision 
should be small enough so that the skin fits very 
snugly around the trocar. The scalpel blade (no. 
11 Bard-Parker) is inserted into the anterior ab- 
dominai wall until it is felt to “grate” on the 
linea alba, and a small incision is made in the 


latter. The midline is relatively avascular, and 
any slight superficial bleeding which occurs is 
usually controlled by lateral pressure exerted by 


the trocar and catheter. 


The trocar, with the stylet in place, is inserted 
through the incision into the peritoneal cavity.. 
At times, a sharp thrust is necessary, and the 
patient may experience some pain as the peri- 
toneum is stretched. When the peritoneum has 
been pierced, with the stylet removed the trocal 
should easily slide in to its full length, so that 
only the proximal hub protrudes above the skin. 
In very thin individuals, we have occasionally 
distended the abdominal cavity with 2 liters ot 
dialysis solution infused through a large-bore (no. 
15) hypodermic needle before attempting insertion 
of the trocar. 


The plastic catheter is then fitted through the 
trocar. The permanent curve at the end of the 
catheter and its relative rigidity permit it to be 
manipulated by rotation from the proximal end, 
much as is done during cardiac catheterization. It 
also prevents kinking or floating of the catheter to 
the surface within the abdomen. The rounded 
uip minimizes injury to the abdominal contents. 
The direction of the catheter can also be altered 
by angling the entire trocar in any direction. The 
catheter is aimed dorsally and toward the left or 
right lumbar paravertebral sulcus. It is at times 
necessary to rotate it in various directions, trying 
to insert it each time, before omentum is pushed 
aside or a natural pathway is found. Ideally, the 
catheter should extend well into the peritoneal 
cavity. On a few occasions, when complete inser- 
tion seemed impeded (by adherent omentum), | 01 
2 liters of solution was allowed to run in and the 


catheter was subsequently readjusted. 


The trocar is then withdrawn and the cathete: 
connected to the Y-tubing, which has been previ- 
ously connected to 2 liters of dialysis solution 
warmed to body temperature. Necessary drugs 
(tetracycline, heparine, ctc.) are added in advance. 
The solution is permitted to flow into the abdom- 
inal cavity by gravity as rapidly as possible, ordi 
narily taking between 5 and 10 minutes for com 
pletion. If the fluid flows in more slowly than this, 
the catheter should be repositioned, as its tip may 
be buried in omentum. 


When the bottles are empty but the tubing is 
still filled with fluid, the tubing is clamped and 
the bottles are placed on the floor beside the pa- 
tient’s bed. The fluid is permitted to remain within 
the abdominal! cavity for. one hour, after which 
the clamp is removed and the abdomen is drained 
by a siphon effect through the closed system back 
into the original two bottles. If the system is pat- 
ent, gravity drainage should occur rapidly and 
steady forceful streams of fluid should be seen 
entering each of the bottles. When the flow slows 
down and becomes a_ steady drip, manual com- 
pression of the abdomen toward the catheter may 
cause resumption of steady flow for a short while. 
Drainage should take no more than 10 minutes. 
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Since the liter flasks are graduated in both direc- 
tions, precise fluid balance can be ascertained at 
a glance. 


Just before drainage is begun, 2 liters more of 
solution with fresh tubing are prepared, so that as 
0 0 soon as drainage ceases a new infusion can be 
started. This is repeated continuously for from 
12 to 36 hours, depending on the purpose of the 
dialysis and the number of exchanges desired. 
Usually between 30. and 50 liters is exchanged. A 
careful protocol is kept, listing exact time for 
starting and ending each exchange, drugs added, 
vital signs, and fluid balance. Ideally, after the 
first few exchanges intermittent peritoneal dialysis 
can become a nursing procedure, with the physi- 
cian called only if there is difficulty with fluid 
balance or any untoward complication. 


The most frequent complication of peritoneal 
dialysis reported in the literature has been peri- 
tonitis. In our experience, clinical peritonitis hays 
never oceurred, and 43 cultures of peritoneal fluid 
sampled at the end of dialysis have all been sterile. 
Furthermore, in 16 autopsies performed on patients 
who had undergone one or more peritoneal 
dialyses in the month prior to death, there was no 
evidence of peritoneal irritation or bleeding, ex- 
cept for local hematomas of the mesentery in one 
patient who had a uremic bleeding tendency. The 
threat of peritonitis has been eliminated by (a) 
the use of an essentialy closed technic with the 
dialysis fluid drained into the original bottles, 

(b) the use of new sterile tubing with each infusion, 
0 0 (c) the addition of a broad-spectrum antibiotic to 
the solution, and (d) limitation of the procedure 
to a maximum of 36 hours. 


Complications: Sometimes abdominal pain is 
encountered, particularly toward the end of the 
outflow period. It is invariably ameliorated by 
instillation of the next inflow fluid, but, if the 
pain is severe, it can be treated with 5 cc. of 2% 
procaine hydrochloride instilled through the ca- 
theter into the peritoneal cavity. Restlessness 
and/or pain may require injections of meperidine 
(Demerol) or a short-acting barbiturate. Blood- 
tinged fluid is not uncommon during the first few 
exchanges and is caused by subcutaneous bleeding 
incident to the incision; if it persists, a purse- 
string suture pulling the adjacent skin and tissues 
around the catheter shaft may help. Severe bleed- 
ing has never occurred in our series. 


Omentum or intestine which is adherent to the 
anterior abdominal wall or adhesions from previous 
abdominal surgery may prevent catheter insertion 
or result in poor drainage from loculated cavities. 
We were unable to perform dialysis in six patients, 
five of whom had widespread adhesions. In one 
patient who was extremely obese and in two pa- 
tients with previous abdominal surgery and ad- 
0 0 hesions, the catheter was successfully inserted in the 
McBurney area on the right or in the correspond- 
ing point on the left side without difficulty. 


At times, leakage around the catheter occurs. 
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As with subcutaneous bleeding, purse-string 
suture halts this complication. The original inci- 
sion is intentionally made as small as possible to 
prevent leakage. It is preferable not to suture the 
catheter to the skin, so as to be able to manipu- 
late it if necessary. 

If the outflow stream slows down or stops, slight 
twisting or remanipulation of the catheter tip 
sometimes restores adequate flow. If this maneuver 
fails, 20 cc. of saline solution can be forced through 
the catheter under pressure from a syringe in an 
attempt to clear fibrin clot. Should this be un- 
successful, the catheter should be withdrawn and 
inspected; if obstructed by clot, it can be replaced 
with a fresh catheter along the original path. For 
this purpose, it is well to have a second sterile 
trocar available. If drainage is rapid but incom- 
plete because of absorption of fluid, the solution 
may be made more hypertonic by the addition of 
from 50 to 200 cc. of 50°, dextrose to each 2 liters 
until the desired negative balance is achieved. If 
this is necessary for more than a few exchanges, it 
is preferable to use | liter of 1.59% dextrose and 
1 liter of 7°, dextrose solution for each exchange, 
since the addition of dextrose in water to the stock 
solution dilutes the electrolytes accordingly. 


Abdominal distention and/or ileus has not been 
prominent, and, in the few cases in which it oc- 
cured, has disappeared within 24 hours after the 
procedure. Local edema of the anterior abdominal 
wall may be encountered if the catheter is not 
inserted far enough so that all of the perforations 
are within the peritoneal cavity. In a very thin 
person, or when the proximal end of the catheter 
extends more than 2 or 3 in. above the skin sur- 


(Continued on next page) 


Figure 1. Peritoneal dialysis procedures ‘see text for details) 
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PERITONEAL DIALYSIS continued 


face, part of the protruding end may be cut off 
with a sterile scissors. 


When very hypertonic (7 to 109% dextrose) 
dialysis solution is being used to achieve negative 
fluid balance, there may be a sudden decrease in 
blood pressure. This is caused by temporary hypo- 
volemia from the rapid movement of fluid from 
the vascular compartment into the peritoneal cav- 
ity; there is a lag in the replacement of this plasma 
volume from the interstitial tissues. If this occurs, 
loss of fluid can be slowed down by using a solu- 
tion with less dextrose (and less osmotic pressure). 
The immediate treatment is restoration of vascular 


volume by the infusion of salt-poor human albumin 
or whole blood. When using hyperosmotic solu- 
tions, we have adopted the practice of diluting 25 
Gm. of albumin in 500 cc. of 5% dextrose in water 
and infusing this at a slow rate throughout the 
dialysis. Hypotension can then be corrected as 
necessary by increasing the rate of infusion. 


Contraindications: Infections of the peritoneal 
cavity is an absolute contraindication to peritoneal 
dialysis. Recent or extensive abdominal surgery 
is a relative contraindication, although we have 
successfully dialyzed three patients after chole- 
cystectomy, abdominal aortic resection, and ap- 
pendectomy, five, eight and six days after surgery 
respectively. 


New Heart-Lung Apparatus Developed 


The problem of obtaining large quantities ol 
freshly-drawn blood needed for use with a heart- 
lung machine has been alleviated considerably by 
the heart-lung apparatus recently perfected at Chil- 
dren’s Hospital, Boston. 


The heart-lung machines presently in use in 
many hospitals must be primed with from one to 
four pints of freshly drawn blood. Up to 30 addi- 
tional pints may be needed for transfusions and 
as a reserve. The blood must be matched to the 
patient’s blood group, and drawn not earlier than 
the day before the operation. Stored blood cannot 
be used. 


Robert E. Gross, M.D., surgeon-in-chief at Chil- 
dren’s Hospital and Ladd professor of children’s 
surgery at Harvard Medical School, reports that 
the apparatus perfected at the hospital damages 
the blood so little that the four pinis needed as 
primer can be used for two successive patients. 
Blood remaining in the machine after a single 


operation can be withdrawn and used for several 
days on the same patient if needed. 

Dr. Gross and Lester W. Sauvage, M.D., Elton 
Watkins, Jr., M.D., and Robert G. Pontius, M.D., 
who aided in the final perfecting of the apparatus, 
combined elements from several types of heart-lung 
machines now in use. The “lung,” or oxygenating 
part of the machine, was adapted from an oxygena- 
tor developed by Drs. Earle B. Kay and Frederick 
C. Cross of Cleveland, and uses rotating discs to 
film the blood for exposure to oxygen. The number 
of discs can be changed according to the size of 
the patient. 


‘Two pumps employed in the machine were de- 
veloped by Dr. Michael E. DeBakey, Houston, and 
move the blood through plastic tubes by the squeez- 
ing action of rotating rollers. 

Dr. Gross’ research has been aided by grants 
from the American and the Massachusetts Heart 
Associations. 


Robert E. Gross, M.D., shows the heart-lung ma- 
chine he and his colleagues developed at Children’s 
Hospital, Boston. The oxygenator is shown at the 
top, with its metal discs for filming blood to be 
oxygenated. The machine has an elaborate sys- 
tem of controls and signals, so that there is an 
immediate alarm if some portion of it should cease 
operation. The machine has been used in 250 op- 
erations on the heart and nearby great blood ves- 
sels, without the loss of a single patient from 
perfusion. 
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. Of Special Interest 


Two queries on topics of special interest to operat- 
ing-room nurses appeared in the “Questions and 
Answers” department of the May 16, 1959 issue 
of the Journal of the American Medical Associa- 
tion. The material is reprinted here with the 
permission of the editors of the Journal. 


Staphylococcus Carriers 


Q. The chairman of the infection committee in a 
hospital has been concerned as to what to do with 
the nasal carriers of coagulase-positive strains of 
Staphylococcus pyogenes var. aureus among key 
personnel of the obstetrics and surgical services. 
Specific antibiotic therapy based on_ sensitivity 
studies of the organism involved has been recom- 
mended. Bacteriophage typing has not been done, 
as facilities for this service will only accept material 
from patients with active cases. 


Some of the personnel rebel at having to take 
antibiotics when they feel well. Others cooperate 
with therapy but never succeed in showing nega- 
tive results on nasal culture after supposedly ade- 
quate courses. Others have a temporary loss of 
nasal staphylococci but have a relapse. 


In a small community where paramedical per- 
sonnel of all types are at a premium, such persons 
as delivery-room supervisors or surgical scrub 
nurses, who cannot be replaced, should not be re- 
moved from duty. How important is the role of 
the nasal carrier? Please give recommendations as 
to management of nasal carriers in such a situation. 


A. The treatment of key personnel who have 
coagulase-positive staphylococci in the nose and 
throat does not consist of giving antibiotics. In 
the event such organisms are there after acute 
infections, it is logical, either with the properly 
chosen sulfonamide drugs or with antibiotics, to 
clear up the residual infection, but in chronic 
carriers the usual experience is that these organisms 
disappear while the subject is under therapy, only 
to reappear within a relatively short time after 
treatment has been discontinued. 


The answer to this problem consists of a return 
to strict medical aseptic technics. It is largely due 
to the loss of this factor that hospitals now face 
the staphylococcus problem. The reliance has been 
on anti-infective drugs rather than on properly 
applied aseptic technics. 
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to O. R. Nurses 


Such key personnel may continue to be em- 
ployed as long as they are taught the tenets of 
medical asepsis, washing their hands thoroughly 
after blowing their nose, touching their face, or 
going to the toilet, as well as thorough washing 
and rinsing at least three times before proceeding 
from one patient to another. 


Type-specific bacteriophage has been used, both 
as a nasal spray and by intramuscular injection, to 
clear up the carrier state, and good results have 
been reported. 


Duties of Operating-Room Nurse 


Q. An anesthesiologist who recently began private 
practice in a small city had, all through his train- 
ing, taken the duties of the circulating nurse in 
the operating room pretty much for granted, espe- 
cially in regard to the anesthesiologist. This was 
challenged recently by the operating-room super- 
visor, and the chief of surgery and the anesthesiol- 
ogist are now interested in having some references 
that may have been proposed in the past in answer 
to the question, “What are the duties of a circu- 
lating nurse in an operating room?” 


For example, during induction, it has always 
seemed a wise policy to have either the surgeon or 
his assistant in the room, with the circulating nurse 
right by the side of the patient, preferably on the 
side with the intravenous apparatus. The super- 
visor states that the circulating nurse should have 
no part in this role. 


Surely this attitude cannot be in the best interest 
of the patient. Please give an opinion for presenta- 
tion at the next surgical staff conference. 


A. In a well-known general hospital, the duties of 
the circulating nurse are not described in a manner 
limiting her only to the duties associated with the 
operation. She is available to help the anesthesiol- 
ogist if he needs her help, but too frequently she 
is expected to do many of the routine things that 
the anesthesiologist should do for himself, such as 
having syringes, ampuls of various medicaments, 
intratracheal tubes, and laryngoscopes immediately 
available and his gas machine opened up for use. 


The circulating nurse should not be expected to 
do many of these routine things, but she might be 
expected to lend a hand to the anesthesiologist if it 
would be of some assistance to him. 
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«BY CARL W. WALTER, M.D. 
Assisted by Dorothy W. Errera, RN. 


Q. Is there an established practice or technic for 
sponge count? We use all radiopaque sponges and 
in case of a miscount usually take x-rays. Is any 
other precaution necessary? 


A. Only radiopaque sponges should be used in 
the operating room. These can be purchased in 
pre-counted packages so that the accuracy of a 
machine count is the basis for the sponge count. 
Each scrub nurse is supplied with intact pack- 
ages. She can check the count at the onset of 
the operation and whenever additional packages 
are supplied to her. 


As sponges are discarded from the field, they 
are collected in a basin for subsequent discard 
into a kick pail. The circulating nurse can easily 
count the sponges from the kick pail into a 
waterproof bag of either paper or polyethylene. 
This can be done with transfer forceps to avoid 
contact with tissue, fluid, or blood. It is con- 
venient to count 10 sponges into each bag so that 
the ultimate count can be arrived at quickly. 


The ultimate responsibility for the removal of 
instruments, sponges, and the like lies with the 
surgeon. The scrub nurse and circulating nurse 
are his responsible assistants in determining the 
accuracy of the count. It is usually a simple matter 
to find a lost sponge by exploration of the wound. 
If, however, it cannot be found in this way, x-ray 
is relied upon to establish its presence or absence. 


An alert scrub nurse can do a great deal to 
help keep track of sponges by checking them on 
and off the field so that there is none left in 
the wound unwittingly. Whenever sponges are 
used as packing, they can be marked with hemo- 
stats so that their location is obvious. 


Q. We would appreciate an outline for a technic 
for handling instruments and syringes and needles 
after a known case of hepatitis. 


A. The difficulty with outlining a technic con- 
cerned with homologous serum jaundice is that 


there are no known laboratory tests which are 
simple enough to use routinely on all patients. 
Hence, every patient is considered a_ potential 
carrier of the virus, and every time blood or tissue 
fluid contaminates an instrument, that instrument 
is considered ‘contaminated with the virus and 
must be terminally sterilized in heat before it is 
handled. 


The incidence of serum and infectious hepatitis 
is on the rise again,* and all caution possible is 
indicated to protect personnel and patients. Ter- 
minal sterilization in steam at 250°F. for 15 minutes 
or boiling for 10 minutes is recommended for 
destruction of the virus. 


Q. We have gone to the expense of putting in 
conductive floors in our new operating rooms. 
We have required all personnel and doctors to 
wear conductive shoes. We have bought con- 
ductive rubber for suction tubing. Now the doctors 
say the tubing is too stiff and won’t use it. Aren’t 
we defeating the good of all we have done by 
going back to latex rubber? 


A. Suction tubing need not be of conductive 
rubber. It is usually moist after sterilization, 
and sucking a few cc. of water through it before 
beginning surgery makes it safe for use in the 
presence of a combustible anesthetic. 


Q. Most of our topical solutions are prepared in 
jars with screw caps or in old IV bottles. Are 
these satisfactory for operating room use? How long 
should the gallon jugs be sterilized? With this 
type of cap, how long can the contents be con- 
sidered sterile? 


A. When sterilizing solutions in gallon jugs, 
sufficient time must be allowed for the jug and 
its contents to come to sterilizing temperature. 
A 2,000-cc. Pyrex flask is heated to 250°F. in 
about 20 minutes after sterilizer’s exhaustline 
thermometer has reached 250°F. A_ thick-walled 
gallon jug such as you describe would need about 
45 minutes to heat. 


There is no positive way of determining this ex- 
cept with a thermocouple. Hence, the sterilizing 
cycle for the jugs might be assumed to be 60 
minutes at 250°F. That allows 45 minutes after 
the exhaust line temperature has reached 250°F. 
for the jug and its contents to heat to 250°F. and 
13 minutes exposure for destruction of organisms. 


Q. One of our surgeons has his patients catheter- 
ized every six to eight hours and is complaining 
about frequent cases of cystitis. At present we are 
using green soap and sterile water on our cleaning 
trays. Our urologist has suggested we use a hexa- 
chlorophene soap. Cultures on our catheters have 
been consistently negative. What is your opinion 
of this situation? 


A. Under the best of circumstances, a patient being 
catheterized every 6 hours is likely to develop 
cystitis. An indwelling catheter is less traumati: 


*The National Office of Vital Statistics reported that the incidence 


of serum and infectious hepatitis increased from 15,329 cases in 1997 
to 16,012 in 1958. 
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to patients and offers more resistance to infection 
provided the catheter and drainage equipment are 
handled aseptically. 


Green soap is a poor detergent and has no bac- 
tericidal action and has little place in modern 
hospital practice. Soaps or detergents containing 
hexachlorophene are not one shot germicides, that 
is to say, they are germicidal only when used over 
a period of time. If you persist in repeated cath- 
eterizations, you will achieve the cumulative germi- 
cidal effect that accompanies routine use of these 
agents. Providing the patient with the same agent 
for routine perineal care will also enhance the 
effect. 

For single shot preparation of the labia and 
meatus, sponges wet with a 1:750 solution of an 
aqueous quaternary ammonium compound will 
provide detergency and disinfection. Use several 
sponges and use each sponge with a single wiping 
motion. 

It may well be that skin of the hands of personnel 
accomplishing the catheterizations merits more bac- 
teriological survey than your sterilizing technics. 
Q. Is it an acceptable procedure to wash the bloody 
instruments during an operation in the same basin 
that one used for moistening sponges? If not, what 
does one do to rid instruments of tissue and blood 
before returning them for reuse in the field? 


A. Rinsing soiled instruments in the sponge basin 
during a procedure presents no great hazard unless 
malignancy or infection is encountered. The solu- 
tion, however, becomes a mess and sponges pick 
up annoying bits of tissue and mucus. Also, wound 
irrigating solutions have a saline base and _ this 
is a substance very corrosive to instruments. A 
better solution is to have a separate basin of solu- 
tion for rinsing soiled instruments. The aqueous 
quaternaries are good for this purpose being non 
toxic when residuals are carried into the wound 
and having some detergency to aid in keeping 
instruments clean. 

Q. We cannot see that an instrument lubricant 
that actually coats an instrument with an imper- 
meable layer will allow that instrument to be 
thoroughly sterilized. What, for instance, happens 
if that layer is broken during the time the instru- 
ment is used? Isn’t the surface under the layer 
then unsterile? 


A. Silicone lubricants that protect instruments 
against atmospheric corrosion and aid in lubrica- 
tion during use can indeed wall in dry spores to 
the point where moist heat does not penetrate in 
sufhcient quantity to be microbocidal in the usual 
period of exposure in the steam sterilizer. 


The chief problem in the lubrication of surgical 
instruments lies in adequate cleaning. Instruments 
become stiff because blood and pus accumulate in 
the box. As this is heated in a steam sterilizer, 
protein is baked on the surface; this becomes stony 
hard and causes an interference fit. Lubrication 
eases this problem temporarily but, ultimately, the 
instrument stiffens again. Thorough cleaning is 
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the only answer to instrument maintenance. For- 
tunately, ultrasonic cleaners accomplish this read- 
ily. Mechanical burnishers and mechanical methods 
for cleaning instruments are also effective when 
an adequate detergent is used. 

Q. How do you care for syringes used for giving 
nitrogen mustard? We have a patient who will be 
treated at monthly intervals. Should we discard 
the syringes? It would be an extravagant use of 
20 cc. syringes if we do. 

A. Nitrogen mustard irritates mucous membranes 
and is particularly harmful to the eyes. If there is 
accidental contact with the drug, the skin is washed 
with large amounts of soap and water. If any solu- 
tion is splashed into the eyes, the latter must be 
rinsed with generous amounts of physiological 
saline. 

The person administering nitrogen mustard al- 
ways wears rubber gloves. At the end of the infu- 
sion while that person is still in gloves, he washes 
all the equipment with large quantities of warm 
water. The contaminated syringe and needle are 
then dropped into a basin of 1:1000 sodium hypo- 
chlorite and stay immersed for at least one hour 
before they are handled by anyone not protected 
by rubber gloves. The infusion set, after it is 
washed with water, is discarded in the trash can. 
The ampules containing the drug are immersed in 
the sodium hypochlorite for one hour before being 
discarded. 

Q. Can shielded syringes used for isotope therapy 
be sterilized? 


A. Most lead shielded syringes can be disassembled 
for sterilization. If there is any internal lighting 
arrangement, this must be removed, unless the 
manufacturer’s specifications include a heat stable 
light carrier. The Beta shields used on_ glass 
syringes can be autoclaved. 

In any hospital employing isotope therapy, there 

must be a radiological safety officer and it is for 
this person to decide what constitutes safe han- 
dling for equipment. Contaminated syringes and 
needles are usually dropped into a bucket of deter- 
gent and kept immersed until this officer deter- 
mines if they are returned to use or held for 
radioactive decay. 
Q. We have been considering a plan to limit cer- 
tain types of surgery to certain rooms with the idea 
of cutting down on cross infection. Do you ap- 
prove of this scheme? 


A. Segregation of various types of surgery, such 
as you propose, accomplishes little in the control 
of cross infection because the potential channels 
for spread by personnel, fomites, air and so on 
persist. 

Control of cross infection in a hospital demands 
that all operative procedures be accomplished 
under optimum aseptic conditions. Attainment of 
this goal implies good housekeeping, proper air 
conditioning, disinfection of the anesthesia ap- 
paratus—as well as the conventional aseptic 
concepts. 
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SELECTED BIBLIOGRAPHY 


By Dorothy W. Errera, R.N. 


Morton, John J.: “The Struggle 
Against Sepsis,” Yale J. Biol. and 
Med. 31: 397, June, 1959. 


This is a beautifully written 
historical review of sepsis from 
the time of primitive man to 
the present. It covers the 
struggles of the pioneers of 
asepsis, the slow acceptance of 
the Listerian principles, the 
evolvement of such _ historical 
bits of equipment as sterilizers 
and rubber gloves. 


The whole story is here with 
a recital of the body’s responses 
to infection, the fundamentals 
of wound treatment, the advent 
of antibiotics. It is a fascin- 
ating article for student teach- 
ing, in-service education, or 
just plain fireside reading. 


Kass, Edward H. and Sassen Har- 
old S.: “Prevention of Infection of 
Urinary Tract in Presence of In- 
dwelling Catheters - Description of 
Electromechanical Valve to Provide 
Intermittent Drainage of the Blad- 
der,” J. A. M. A. 169:1181, March 
14, 1959. 


There hardly breathes a doctor 
or nurse alive who at one time 
or other has not taken refuge 
in the far recesses of the linen 
closet when the possibility of 
assembling tidal drainage pre- 
sented. In this article, the 
authors describe a motor driven 
timer which actuates a solenoid- 
operated valve to control dis- 
charge of fluid from the blad- 
der. 


They begin with the premise 
that to prevent infection, after 
insertion of indwelling 
catheter, the bladder must be 
constantly rinsed with an anti- 
bacterial solution to prevent 
multiplication of bacteria. In 
their experience, a 0.25% acetic 
acid solution, kept at a flow so 
that pH of urine is kept at five 
or less, and the bacterial count 
less than 100,000 bacteria/cc., 
has been very satisfactory. (The 
latter count is done by a micro- 
scopic examination of a stained 
drop of uncentrifuged effluent. 


If no bacteria are seen, it can 
be assumed there are less than 
100,000/cc. This can be sub- 
stantiated with more formal 
bacteriological technics of cul- 
turing and plating. 


They employ a triple lumen 
catheter—one for inflating the 
retaining balloon and one each 
for inflow of irrigating solution 
and outflow of urine. To ward 
off the hypotonic, irritable blad- 
der, that is contracted and has 
a painfully small volume after 
two or three days of constant 
drainage, they incorporate the 
outflow tube in the clamp of 
the automatic guard. When 
there is no electrical current 
on, the switch is open and 
drainage goes on unimpeded; 
when the current is on, the 
clamp shuts and no urine es- 
capes. 


The cycle of filling and 
emptying can be adjusted to 
the patient’s particular blad- 
der perfomance. The device is 
hooked on the bed, is noiseless 
and safe because in case of any 
failure, the clamp opens auto- 
matically and urine drains 
lreely. 


“Indwelling Catheter and Urinary 
Sepsis,” Brit. M. J., July 4, 


An editorial reminding readers 
that scrupulous asepsis at the 
time of catheterization is not 
enough to prevent infection. 
All glass connectors, tubing and 
receptacles must be sterile when 
put into use, and sterility 
must be maintained through. 
out the system, at the urethral! 
orifice and at the distal end ol 
the catheter. 


An antiseptic dressing kept 
at the external meatus is sug- 
gested as one possible control. 


They point out how fanciful 
it is to expect that the busy 
nurse on a ward can pursue the 
elusive urethral meatus 
through the hummock of a hos- 
pital mattress with a flickering 
bedside light or flashlight, 
strike her goal, and deliver 
anything but a heavily con- 
taminated specimen to the bac. 
teriological laboratory — and a 
first class bout with cystitis to 
the patient. 
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Beautiful Cheerful ... Practical... a distinguished 
Private Room Grouping in leakwood finish 


... by HILL-ROM 


@ This beautiful private room features the Hill-Rom No. 8500 grouping designed by Ray- 
mond Loewy and finished in Teakwood Grain Farlite. The bed, bedside cabinet, overbed table 
and chairs all share in the beauty and utility of this high pressure laminated plastic, combined 
with Satin Stainless and Loewy Charcoal. Many hospital officials have pronounced this the 
most practical and beautiful patient room furniture they have ever seen. 

As in all Hill-Rom designs, every item in this grouping has been scaled down to appro- 
priate size for today’s small hospital rooms. No longer is it necessary to crowd these small 
rooms with furniture designed for the large rooms of several years ago .. . another ‘“‘Hill- 


Rom First.” 
Included in the above room scene are: No. 85-65 All-Electric (push-button control) 
ee a nails Putt Hilow Bed; No. 8503 Bedside Cabinet; No. 85-614 Overbed Table; No. 8507 Straight Chair; 
Underwriters’ phe nna rid No. 8508 Arm Chair, and No. 306 Lamp. This furniture is ample for a room with a built-in 


for use with oxygen. wardrobe dresser. If drawer space is required, we offer No. 8526 Chest Desk . . . Catalog 


picturing and describing all of these items will be sent on request. 


HILL-ROM COMPANY, INC. * BATESVILLE, INDIANA 
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Finger Tip Control 


of Bed Height and Spring Position 
by either patient or nurse 


with the new Hill-Rom 


All-Klectric Hilow Bed 


Completely Approved by U.L. for use with oxygen 


This close-up view shows how the control 
gi ed 
for the patient's ease of control. Note the 


panel has been designed and 


three levers which control the height adjust- 
ment and spring positions are within easy 
reach of patient's hand. 


free on request. 


HILL-ROM COMPANY INC. « 


New—just off the press—Instruction Manual No. 1, "A Guide 
to Better Use of Patient Room Equipment” by Alice L. Price, R.N., M.A., author 
of leading textbooks in Nursing and Nurse Consultant for Hill-Rom Co. Inc. 
This manual covers complete instruction on use and care of: Electric Hilow Beds, 
Trendelenburg Spring, Safety Sites, Bedside Cabinet, Overbed Table, Lamps 
and Chairs. Copies for student nurses and each nursing unit will be furnished 


HILL-ROM COMPANY, 


Finger tip controls for patient use are 
located on the patient’s right, recessed in 
the seat section of the spring. Any height 
—any spring position—may be had at the 
touch of a finger. If patient control is not 
desired, or if patient’s position is not to be 
changed, the bed may be placed in the 
desired position and the patient control 
switches rendered inoperative. All switches 
are mechanic:lly interlocked—no two con- 
trols can be operated at the same time. 

This all-electric hilow bed should rou- 
tinely be kept in the “low” position to 
provide maximum comfort and safety for 
the patient. The patient has access to the 
head rest and knee rest and does not need 
the nurse for routine spring adjustments. 
Thus the nurse is saved many unneces- 
sary trips. 

Head end and foot end panels designed 
by Raymond Loewy. For complete infor- 
mation on this and other Hill-Rom hilow 
beds write: 


Batesville, Indiana 


INC. ° 


BATESVILLE, 


No. 43-8 Recovery Bed 


with removable head and foot ends of aluminum 
tubing. Note how the horizontal cross support for 
the legs is recessed to enable the doctor to sit ona 
stool and be close to the patient for operative 
work on the eye or head. 


No. 42-8 Labor Bed 


with removable wood panel head and foot ends. 
Bed is shown here converted for use as an emer- 
gency delivery bed. 


@ The Hill-Rom Recovery Bed, Labor 
Bed, Eye Bed, Emergency Bed are all 
essentially one and the same bed. 
Changes in accessories make it suitable 
for use in any of these categories. This is 
the most widely used bed in ‘he post- 
operative recovery room. Many new 
uses are constantly being foun’! for this 
versatile bed. The bed has fv! length 
wrap-around bumpers to pro! ct walls 
and door jambs, also brakes ad swivel 
locks on opposing casters. . . . F »r further 
information on Hill-Rom Reco: ry Beds, 
send for Instruction Manua! No. 2— 
“Beds That Answer Special § eds,” by 
Alice L. Price, R.N., M.A., Con- 
sultant for Hill-Rom. 
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An Ex- Supervisor Speaks... 


Central | 


... on why a nurse should head CSR 


... on ‘status problems’ 


... on the challenge of central service 


An interview with Mrs. Betsey R. Carroll, R.N.* 


For almost 10 years Betsey Carroll 
was head of the central service 
department at the University of 
Kansas Medical Center. During 
that period she became well known, 
through her articles and appear- 
ances at hospital and nursing meet- 
ings, as an efficient young adminis- 
trator, full of enthusiasm for the 
challenge offered by the problems 
of central service operation, and 
full of ideas for simplifying meth- 
ods and improving service. 

Mrs. Carroll left her job to move 
to New Mexico with her husband, 
a physician. But her interest in 
central service has not lagged. In 
response to a request from Hosp!- 
TAL Topics, she agreed to give her 
opinions on some of the major 
problems faced by central service 
departments. 


Q. There seems to be a trend in 
some areas today toward eliminat- 
ing the nurse from the central 
service department. Many depart- 
ments have only one nurse on the 
staff — the supervisor. Some admin- 
‘strators, other administrative per- 
sonnel, and hospital consultants 
have expressed the opinion that 
there is really no need for a nurse 


—— 

Formerly administrative supervisor, central 
—— University of Kansas Medical Center, 
ansas City, Kans. 


FEBRUARY, 1960 


in central service. A few hospitals 
are experimenting with lay super- 
vision. What do you think? Is a 
nurse needed? If so, why? 


A. I feel it is essential to have 
a nurse in charge of central serv- 
ice. The purpose of this depart- 
ment is to give good patient care 
through the professional staff, by 
providing the supplies and services 
the doctors and nurses need. 

The person in charge must first 
understand what it means to care 
for someone who is sick. She has 
to understand the patient’s side of 
the story—know what his needs 
are — and then know what the pro- 
fessional staff needs to give good 
care, to help the patient get well. 

If the supervisor has no under- 
standing of the patient’s needs, it 
becomes very difficult for her to 
understand what is necessary to 
care for him, and to help members 
of the professional staff when they 
ask for advice on specific problems 
—even to anticipate their needs 
and make suggestions for improve- 
ments in methods before a request 
is made. 

Furthermore, I think that a 
professional person can deal more 
effectively with other professional 
people than someone without a 
professional background. She can 


talk their language. Doctors and 
other nurses are more likely to 
listen to her and respect her opin- 
ions and her suggestions on matters 
of patient care—because they know 
she has been professionally trained. 
Q. Ideally, how many registered 
nurses do you feel the department 
should have? 


A. In hospitals of 250 beds and 
over, I believe that the central 
service department should be open 
on a 24-hour basis and that there 
should be a nurse in charge of 
each of the three shifts and a 
fourth nurse to work as relief for 
the other three. 


In hospitals of less than 250 
beds, there should be at least two 
shifts, with an R.N. in charge of 
each, and one nurse to work as 
relief. The third shift in the small 
hospital could be covered by the 
night supervisor. She should be 
familiar with the organization of 
the department so that she could 
obtain the necessary sterile supplies 
and equipment needed during the 
night for the professional staff and 
be able to set up an area in an 
emergency. 

Q. What are your feelings about 
having practical nurses in the de- 
partment? 

(Continued on next page) 
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Meinecke 


helps you serve : 
more patients, better 


| LARGE COLORFUL EASY-TO-READ 
INSTRUCTION 
CARDS 


and Bed Card 
Holders signal —— 
_ doctors’ instruc- 
tions... changes 
in orders 


@ save time for 


hospital 
personnel i¥ 
@ protect patients 
as ‘ @ serve as guide to P 
visitors 


Fill in quantity of each wanted on this 
handy list and send with your order. 


0 Absolute Rest (1 Nothing by 
UJ Absolute Bed After 
"2400" 


Nothing by 
Mouth After 
Midnight Ist Day 


R.M.R. 
O Chaplain Calling 
O — Call- 


G.1. Series 
o Clinitest Every © No Smoking 
q Spe No Visitors 
Clinitest™ 7-11- No Visitors for a 


Few Minutes— 
Patient Taking 
Treatment 

Omit Breakfast 
Omit Breakfast 
and Hold Dinner 
One Visitor at a 
Time 

Out of Order 
Oxygen Being 


Bed 


t 
0 Complete Bed 
Rest with B.R.P. 
Delay Tray 
Diabetic 
[) Do Not Disturb 
Do_ Not Disturb 


O 

oO 

Oo 

0 

Given 

: E.K.G. Patient Sleeping 

: KG, i Pl 

Feed "with Core 

4 Fluids Restricted : 
(0 Force Fluids Q Remove Packing 
CL) Going to O.R. CO) Save Specimen 
(J Going to Physical () Save Stool 

Therapy Save Urine 
0) Going to X-Ray [7 Sips of Water 

Hold Breakfast Only—Blood 

* [L) Holy Communion Sugar in A.M. 
Ice Chips Only Special Diet 

and Out- Special Tests 

Only own 
0 Keep Flat 0 Test Urine 

Liquids Only Transfusion 

O Measure Intake Turn__ Hour 

; and Output ( 24 Hr. Urine 

Measure Urine Specimen 

~ O Night Nurse Unsterile 

Sleeping 

| © No Ice Water Q Urine Specimen 

‘ Nothing by 2 Visitors Limited 


Mouth Water Only 
Size: 4’’ x 6’’ — Price $2.16 per doz. assorted 
_~. Card Holders Prices per Dozen 
eo Lots of 1 Doz. 3 Doz. 6 Doz. 

(© Aluminum for 
<4 ROUND Bed Rails $8.50 $7.85 $7.40 
Aluminum for 
i SQUARE Bed Rails 8.50 7.85 7.40 
Stainless Steel for 
; ROUND Bed Rails 10.35 9.60 8.85 
(© Stainless Steel 
SQUARE Bed Rails 11.35 10.50 9.65 


Meinecke & COMPANY, 29 


Over 65 years of continuous 
service to the hospitals of America 


211 Varick St. e New York 14 


Branches in Los Angeles 
Chicago, Dallas and Columbia, S. C. 
and Sunnyvale, Calif., 


EX-SUPERVISOR continued 


A. I wholeheartedly approve of 
having practical nurses work in 
the department. Their contribu- 
tion to the total patient care in an 
area like this is as important as 
that of others’ work in the area. 
The number and types of other 
personnel needed in the depart- 
ment of course are dependent on 
the size and kind of hospital, the 
size of the area designated for cen- 
tral service, and the type of service 
the department is going to perform. 

Regardless of the hospital's size, 
however, I still believe that an 
R.N. should be in charge of each 
shift. 


If registered nurses are not avail- 
able and there are practical nurses 
who understand aseptic technic and 
show other abilities necessary to 
carry on, then I see no reason why 
a practical nurse should not be in 
charge. But I don’t think a lay 
person should be in charge. You 
will always find a few outstanding 
exceptions to this rule, of course. 


Q. What do you think about put- 
ting the department under the 
supervision of the pharmacist? 


A. I am not in favor of this ar- 
rangement for supervision of this 
area. The pharmacist has enough 
to do to keep up with the great 
volume of new drugs coming on 
the market and to keep his own 
area working smoothly. He has 
not the time to see that the central 
service department is working 
properly or carrying out the tech- 
nics that are necessary. 


In addition to the above, he 
probably is not well enough ac- 
quainted with the supplies other 
than drugs which are needed in 
patient care. Chances are, the phar- 
macist’s education has not in- 
cluded sufficient emphasis on the 
principles of aseptic technic for 
the care of supplies. 


I think it’s not a good idea to 
put the central service department 
under the O.R. supervisor or the 
obstetrical supervisor either. These 
persons have their hands full do- 
ing their own jobs. No one person 
can divide herself and work at top 
efficiency. Central service supervi- 
tion should be made the responsi- 
bility of one person — a person who 


has duties and responsibilities jp 
no other department. 


Q. You feel very strongly that 
nurses are needed in the central 
service department. How many 
nurses are entering central service 
work? Is there a shortage of nurses 
for this area—or is the shortage 
no greater than that in other de. 
partments? 


A. I would say that the nursing 
shortage in central service is far 
more acute than that in other 
areas, because nurses have not had 
sufficient training in the impor- 
tance of supplies in total patient 
care. In the past emphasis in 
nurses’ training has been placed on 
bedside care and it is only within 
the last few years that nurses have 
become aware that there are other 
facets of patient care in the hos- 
pital. 


Lack of respect for central sery- 
ice work has perhaps kept some 
nurses from going into it. Some 
administrators have contributed to 
this feeling by treating central 
service as a department to which 
they could assign older nurses who 
could no longer stand the strain of 
floor duty work in the operating 
room or delivery room. I have 
known some of these older nurses 
in central service, and they felt that 
the hospital was making a “last- 
ditch” endeavor to keep them—and 
they resented it. Consequently, they 
did not look at their new job as a 
new challenge — a new field that 
could be just as interesting as work 
in the operating room, the delivery 
room, or other nursing areas. 


I think most central service 
nurses at this point have been 
placed in the department with 
little or no knowledge of what they 
were getting into, and all of us 
had to learn by trial and error. 


Q. You’re saying, then, that some 
nurses feel central service work has 
less professional status than work 
in other nursing departments? 


A. Yes. Central service work seems 
to many not to have the status or 
glamor of other hospital nursing. 
Central service has always been in 
the basement — under cover —and 
professional people do not like t 
be shoved off into the lowest 
depths of the hospital. Some 
nurses have felt that transfer 
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central service was a demotion be- 
cause they were being placed in an 
grea away from the patient. They 
felt that they were being forgotten 
_no longer needed. 


Actually, I wholeheartedly dis- 
agree with the idea that central 
grvice work is a nice, soft, sit- 
down job. As a central service 
supervisor, I’m sure I did more 
walking than the average floor 
nurse. “Twenty-five years ago cen- 
wal service department personnel 
sat down and did many things by 
hand, such as rolling bandages and 
making cotton applicators. But 
now, with all our modernization 
of supplies and technics, we no 
longer sit and make supplies. Cen- 
wal service work requires people 
who are wide awake, who can work 
hard, and can work well with 
others in close proximity. 

Q. How did you happen to be- 
come a central service supervisor? 
A. I have always enjoyed manage- 
ment and administration in a hos- 
pital as an institution. I like to 
see activity well coordinated and 
eficient. To me it’s a challenge 
to get people to work with you 
because they respect you and feel 
that you respect them and that 
they play an active part in the 
project you are doing. 


When I came to the University 
of Kansas Medical Center, after a 
year in bedside nursing and three 
and a half years in industrial nurs- 
ing, I told the director of nursing 
that if I could have my choice, | 
would prefer a position other than 
bedside nursing. 


After I had worked three months 
on the TB unit, the central service 
opening came up, and it was of- 
fered to me. 


All I knew about central service 
was that it dealt with supplies that 
were needed by the professional 
staff in the care of the sick. I went 
into the job with the idea that I 
would learn everything I could. 


I realized the importance of sup- 
plies in giving care to the patient 
—that if you didn’t have the 
proper supplies, proper. technic in 
processing these supplies, and 
proper distribution and _ service, 
the professional people could not 
work efficiently. With institutions 
getting larger and more compli- 
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cated in personnel and in treat- 
ment, there had to be somebody 
who could see all facets of patient 
care and could correlate these 
things so that everybody could 
work at the maximum efficiency, 
pleasantly, and in an organized 
fashion. 

Because I felt that I understood 
nursing, I thought I understood 
the professional needs involved in 
giving good patient care from this 
area. 

In starting this job, | found it 
necessary not only to study prob- 
lems of budgeting but to study 
supplies of all kinds in order to 
learn as much as possible about 
them. Only in this way could it be 
determined how to use them most 
effectively. Also, 1 began to discuss 
with physicians and nurses the 
proper use of supplies and methods 
for conserving them in order to 
maintain hospital economy. 

Q. What would you say are some 


of the principal qualifications 
needed by a CSR supervisor? 


A. She needs to have a good un- 
derstanding of patient care, of the 


needs of hospital economy, and of 
management policies. 

She should be an alert, “on-the- 
ball” type of person—one who 
can handle people and be a won- 


‘derful diplomat in handling tick- 


lish situations. 


In addition, she has to be a good 
salesman, in order to put across 
her product to the people who are 
going to use it — so that they under- 
stand that the product and proper 
use of it are essential in total pa- 
tient care. It’s too bad that she has 
to keep selling her department. I 
think in another few years the de- 
partment’s services will be well 
enough known that this constant 
selling will not be necessary. 


Q. What would you say were some 
of the most challenging facets 
about your job? 


A. The most challenging thing 
about central service work is to 
keep everybody working efficiently 
and in an organized manner, using 
the best technic, getting the job 
done in a good requisite of time, 


(Continued on next page) 


NEW... FROM ‘HYPO?’ 


ORAL: RECTAL: STUBBY 
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FINEST QUALITY... LOWEST PRICE! 


PERMANENT SILICON PIGMENT 


“EASY-READ” MARKINGS —RED ABOVE NORMAL 


« FULLY GUARANTEED FOR DURABILITY AND ACCURACY 
¢ COMPLIES WITH CS1-52 STANDARDS 


« MEETS ALL FEDERAL AND COMMERCIAL SPECIFICATIONS 


Packaged Individually, 6 Dozen To Container. 
Special Hospital Pack Available, 1 Dozen Per Plastic Boz. 


HYPO surcicat supP-y corp. 


11. Mercer Street - 


New York 13, N. Y. 
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EX-SUPERVISOR continued 


and having everybody happy at the 
same time. 


To me, the challenge was to find 
better ways of doing things, so 
that I could introduce new meth- 
ods and products to the hospital 
in order to help the hospital as a 
; whole improve its efficiency in pa- 
7. Se tient care and aid hospital econ- 
omy. 


tee One of the most satistying things 
oe about working in central service 

was to be recognized by the hos- 
pital staff for doing a good job. 


Q. What was your biggest prob- 
lem? 


A. Inadequate personnel. So fre- 
quently there was a lack of proper 
screening of the people hired for 
ne this area, probably because those 
hiring personnel did not sufficient- 
ly understand the requirements for 
good workers in this area. As a 
result, we received many people 
oe ee who were not capable of doing a 
high standard of work. 


There were times that some of 


us in central service felt that per- 
haps we were running rehabili- 


tation centers. Every time the 
floors had somebody they couldn't 
get along with they would say, 
“Send her to CSR,” when perhaps 
she shouldn’t have been kept on 
the staff at all. 


Central service employees must 
be able to work well in emergency 
situations as well as being extreme- 
ly dependable and responsible for 
their assigned duties; otherwise, by 
having such*incompetent people in 
this area the risk that the supplies 
may not be properly prepared 
could result in a tragic error. 


One result of inadequate screen- 
ing of personnel was that we 
sometimes had a great range of 
intelligence in the employees — a 
tremendous spectrum of capabili- 
ties. Some persons were perfect 
gems; others were impossible to 
handle. 


When you have too mixed a 
group working together in an 
area, you have personality prob- 
lems, as well as management and 


NO CLAMPING REQUIRED! 
Since 1895 - - the 
Standard of Quality 


Write FOR COMPLETE CATALOG! 


Height Beds 


Designed to fit the modern variable 
height beds—any make, any model— 
without clamps. This outstanding new 
frame can be set up in seconds by one 
nurse. Support bars fit down into IV 
holes in the four corner posts of bed. 
No clamping required. No possibility of 
marring bed ends. Constructed of oc- 
tagonal, no-slip aluminum alloy tubing 
for greatest strength with lightest pos- 
sible weight—only 22 lbs. Accommodates 
all types of traction apparatus. No-slip 
design stops aggravating clamp slippage. 
No. 748, complete with three abduction 
arms equipped with pulley and clamp, 
and trapeze assembly, $75.00. (Specify 
make and model of bed when ordering.) 
Double-End Traction Bar, Side Arm 
Traction Bars, and extra interchangeable 
parts available. 


DePuy Manufacturing Co., Inc. 


WARSAW, INDIANA 


efficiency problems. This was my 
biggest frustration, and I think it’s 
perhaps a frustration of many cep. 
tral service supervisors. 


Q. It has been said that morale 
is difficult to maintain in a de. 
partment like central service, 
whose employees do not have di- 
rect contact with the patient. What 
suggestions would you give for 
maintaining morale in this depart. 
ment? 


A. I have always tried to create 
among employees the feeling that 
I respected them and their opin. 
ions and suggestions. This moti- 
vated them to try for greater 
efficiency, organization and _ econ- 
omy. 

There should be some form of 
recognition for people working in 
this area. I made it a point to 
recognize the efforts of employees 
who tried especially hard by com- 
plimenting them on their efforts. 
This created a good feeling and 
made them want to work harder 
to improve the area even further. 
Personnel problems are greatly re- 
duced if you give employees a 
feeling of participation and the 
knowledge that their contributions 
will be noticed. 


1 don’t believe that wages in 
themselves are as important to the 
average employee as knowing that 
his efforts are appreciated. If peo- 
ple are not recognized for what 
they do, they may eventually feel 
that they are not being properly 
compensated. This in turn will 
lower their morale and their total 
efficiency. 

1 think that the supervisor 
should have an educational pro- 
gram for her employees, in order 
that they may be thoroughly ac 
quainted with the objectives and 
functions of the department. Such 
a program will make it much 
easier to make necessary changes. 
The employees will accept changes 
more readily and understand why 
they are desirable. 

If there is a way of recognizing 
the efforts of other departments 
in handling supplies well, I think 
this is a good idea. At our hos 
pital, the central service depart 
ment gave a basket of fruit every 
month to the ward which had 
made the most conscientious effort 
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educate its personnel about the 
care and use of supplies. 


Q, What do you think nurses in 
central service can do to stimulate 
interest in their work among other 
nurses? 


4, | think if there were a_post- 
graduate course in the operation 
of central service departments, in- 
ierest might be aroused and the 
quality of person available for this 
area would improve. To my 
knowledge, there is at present no 
place available, except possibly 
under Dr. Carl Walter, to which 
a nurse can go to learn about 
aseptic technic and about all 
phases of central service depart- 
ment operation. Nurses in central 
service have felt that the depart- 
ment could be run with far less 
wial and error if there were a 
postgraduate course which would 
give instruction in the handling 
of supplies, in the principles and 
practices of good sterilization and 
purchasing. 


1 would like to see four regional 
centers available for postgraduate 
work in central service. Then 
things which pertain to particular 
areas Or surroundings could be 
presented. Not all parts of the 
country are alike. Sterilizing tech- 
nics should be standardized, of 
course, and many other things 
could be also. But I think that 
some material on management 
might differ from area to area. 


In my opinion, an_ intensive, 
well-organized program could be 
set up to cover all phases of cen- 
tral service in an eight-week course. 


Q. Whom would you draw on for 
instructors? 


A. It would depend somewhat on 
the people available in the sur- 
rounding area. Certainly there 
should be representatives of hos- 
pital administration, nursing serv- 
ce, and purchasing. Better com- 
munication is needed among these 
departments on all facets of sup- 
plies for the hospital. 


Administrators should take part 
‘0 explain over-all hospital poli- 
clés. Directors of nursing service 
should participate because central 
‘rvice is generally considered a 
department of nursing service and 
because the other nursing depart- 
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ments must work closely with cen- 
tral service. Nursing educators 
should be included, to show the 
course registrants how student 
nurses can be introduced to central 
service department operation. 
Personnel specialists should be 
on the program, to present infor- 
mation to help enrollees under- 
stand how to handle people. Man- 
ufacturers in the hospital field 
should certainly be invited to par- 
ticipate. Many otf them _ have 


specialists on their staffs who are 
well qualified to give advice on 
technical problems. 

This proposed postgraduate 
course should be divided into lec- 
ture periods and “laboratory” or 
practice periods, in which the en- 
rollees would get a chance to 
practice what had been taught. 
Q. Should a central service super- 
visor have some participation in 


purchasing? 


(Continued on next page) 


Write, wire or phone us 
collect for complete details. 


HE Armstrong X-P 

(Explosion Proof) in- 
cubator was the FIRST 
explosion-proof baby in- 
cubator ever tested and 
approved by Under- 
writers’ Laboratories. 

The wide acceptance 
by hospitals everywhere 
of the X-P as an incubator 
for use in the delivery room 
or surgery where anes- 
thetic gases are used, is 
convincing evidence that 
the X-P, like all other 
Armstrong Baby Incubator 
models, answers hospital 
demands for depend- 
ability, convenient opera- 
tion and low service costs 
at a reasonable price. 


514 BULKLEY BLDG. 
CLEVELAND 15, OHIO 
CHerry 1-8345 


Armstrong Incubators are available in Canada from Ingram and Bell, Toronto, Ontario 
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EX-SUPERVISOR SPEAKS continued 


A. I think she should have some 
participation — either directly or 
in an advisory capacity—in_ the 
purchase of supplies and _patient- 
care equipment to be used in the 
hospital. Her recommendations 
should be weighed very caretully 
because she is the person who sees 
the supplies and handles them day 
in and day out. 


Probably the safest way to han 
dle the problem of purchasing 
would be to establish an equip- 
ment and supply committee which 
would meet once a month or when- 
ever necessary to discuss the prob- 
lem of equipment and supplies 
throughout the hospital, and to 
decide what equipment should be 
added or discarded in order to im- 
prove patient care and the over-all 
efficiency of the hospital. The 
committee should include the ad- 
ministrator, the director of nurses, 
the purchasing agent, and super- 
visors or directors in charge of 
departments. Among those, of 
course, would be both the central 


+ .. at the Work Stand- 
ards System. 

The preliminary audit is 
an inexpensive survey 
which gives administrators 
an indication of the clean- 
ing productivity possible 
where the Work Standards 
System is applicable. 


A An ISC counselor makes a 


one day analysis of your 

LOW COST present housekeeping 

operation. This evalua- 

LOOK... tion determines the ap- 

plicability of the Work 

Standards System to your 

housekeeping operation 

and the benefits that 
might be expected. 


You are invited to write 
or phone for details of 
the ISC preliminary audit. 


INDUSTRIAL 
SANITATION 
COUNSELORS 

2934 Cleveland Boulevard, 
Louisvlile 6, Ky. 


‘Telephone: 
‘TWinbrook 6-0342 


service supervisor and the operat- 
ing-room supervisor. 


With purchasing decisions han- 
dled by such a committee, every- 
body should feel that he had a 
part — that no one person was the 
whole show. A lot of personnel 
difficulties might be avoided if the 
problem were handled this way. 


Q. You've indicated that you think 
the central service supervisor 
should be a nurse. Do you then 
consider central service a nursing 
department? Should the supervisor 
report to the director of nurses or 
to the administrator? 


A. Central service in large hospi- 
tals is a large enough area that I 
feel it should be considered a sep- 
arate department, especially when 
it is responsible for the supplies 
throughout the hospital—in_ the 
outpatient clinics, the emergency 
department, perhaps research de- 
partments — as well as supplies on 
the floors. 


It should be considered a de- 
partment of nursing service, and 
the person in charge should report 
her daily activities to the director 
of nursing service, so that the di- 
rector is aware of what is going on 
in one of her departments. 


However, I think there should 
also be good communication be- 
tween the supervisor and the ad- 
ministrator. A director of nursing 
is so involved in the over-all nurs- 
ing activity within the hospital 
that she does not have the time nor 
the energy to devote to learning 
the tiniest details of every aspect 
of nursing service. When the time 
comes to discuss a specific area 
with the administrator, I think 
she would be wise to ask the per- 
son in charge of that area to come 
in and discuss it. Certainly that 
person is better able to provide 
accurate information. 


Time should be set aside for 
meetings of the administrator, the 
director of nursing service, and the 
central service supervisor. Two or 
three times a year, or oftener if 
necessary, these people should sit 
down and discuss the various needs 
and problems of nursing service, 
equipment problems, budgets, the 
demands made by physicians, and 
other problems. 


The administrator becomes 
aware of central service problems 
and thus can try to find a solution 
for them. He also has an oppor. 
tunity to explain to them the prob. 
lems of the administration —he 
can give them information on the 
economy of the hospital; can tell 
them whether things they believe 
desirable are possible at that time 
or whether something else must be 
done for the time being. 


If others in the hospital don't 
understand the purpose and func. 
tions of central service and the 
total picture of hospital operation 
and patient care — if the supervi- 
sor can’t sit down with the admin- 
istrator and show him what she is 
doing for the hospital, and with 
the director of nursing to show 
her the efforts being made to help 
her staff—if the supervisor can't 
communicate, she is butting her 
head against a stone wall. 


Q. What is the future of central 
service, and of the nurse in cen- 
tral service? 


A. I think central service is here 
to stay, if that’s what you mean. 
Regarding changes in operation 
which the future may bring, | 
think technics will become simp- 
ler. Time, energy, and motion of 
persons involved in central service 
will be put to better use as a re- 
sult of the introduction of more 
and more disposables, better pack- 
aging, and other improvements in 
commercially available supplies. 


Greater use of disposable, pre- 
sterilized items will probably re- 
duce the number of employees 
needed in the central service de- 
partment, but at the same time 
it will probably increase the eéf- 
ficiency of the department. Hos- 
pitals will still need a central area 
for the dispensing of supplies. 


Personnel who are in the area 
will be working on the preparation 
of more complicated, special sup- 
plies that are not adaptable to 
commercial preparation. 


The supervisor's knowledge of 
nursing care will be perhaps even 
more important, because it will 
make her better qualified to assist 
members of the professional staff 
to meet the increasingly complex 
needs of good patient care in to 
morrow’s hospital. 
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Robat H. Brandow —has_ been 

inted assistant director, Ault- 
man Hospital, Canton, Ohio. He 
was formerly administrative assist- 
ant. In the new post he will serve 
ays a general assistant to the di- 
rector. 


Elmer H. Clarke, Jr.— is new ad- 
ministrator, Emanuel County Hos- 
pital, Swainsboro, Ga., succeeding 
Howard Morley, who resigned be- 
cause of ill health. 


kathryn M. Crossland, R.N.—has 
resigned as director of nursing, 
University Hospital and Hillman 
Clinic, Birmingham, Ala., to ac- 
cept a position as associate dean, 
college of nursing, Texas Women’s 
University, Denton. Mrs. Anne M. 
Howell, R.N., associate director of 
nursing, will serve as acting direc- 
tor. 


George W. Dana, M.D.—has ac- 
cepted the position of executive 
director, Southwestern Medical 
Foundation, Dallas, Tex. He was 
formerly director, North Shore 
Hospital, Manhasset, N. Y. 


Mrs. Doris Dubie, R.N. — has been 
appointed director of nursing, Bea- 
trice D. Weeks Memorial Hospital, 
Lancaster, Vt. 


Ralph M. Hues- 
ton—has retired 
as administra- 
tor, Chicago 
Wesley Memo- 
rial Hospital, a 
position he has 
held since 1947. 
Prior to his serv- 
ice at Wesley, 
Mr. Hueston 
was superintend- 
ent of Hurley 
Hospital, Flint, 
Mich. Kenath 
Hartman — for- 
merly assistant 
superintendent, 
has been named 
to succeed Mr. 
Hueston. 


Chester S. Keefer, M.D. — has been 
named director of the new Boston 
University-Massachusetts Memorial 
Hospitals Medical Center, Boston. 
He was formerly director and dean 
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Prof. Eugene Passarelli 
(r.), assistant Italian con- 
sul general of Italy, shows 
medal conferred upon Pat- 
rick A. DeMoon, adminis- 
trator, Franklin Boulevard 
Cc ity H pit a and 
executive director, Central 
Community Hospital, Chi- 
cago. The honor, which 
makes DeMoon a Knight of 
the Cavaliere of the Re- 
public of Italy, was given 
in recognition of his philan- 
thropies to Americans of 
Italian extraction. 


Personally Speaking 


of the University school of medi- 
cine and chief, department of 
medicine. 


Frank L. Larsen—has been ap- 
pointed administrator, Beebe Hos- 
pital of Sussex County, Lewes, 
Del., succeeding Raymond A. Bald- 
win, who has resigned. Mr. Larsen 
was formerly assistant administra- 
tor at the hospital. 


Edwin H. Lawson, M.D. — has been 
installed as president, Southern 
Medical Association. He is direc- 
tor, pathology department, South- 
ern Baptist Hospital, New Orleans, 
La. 


Alexander J. McRae, M.D. — has 
retired after 27 years as superin- 
tendent, Meadowbrook Hospital, 
Hempstead, N. Y. 


Robert P. Mockler—has_ been 
named personnel director, Western 
Pennsylvania Hospital, Pittsburgh. 
He formerly held a similar posi- 
tion with Carborundum Metals 
Company, Parkersburg, W. Va. 


Jacob F. Morgenstern —has been 
appointed superintendent of a new 
maximum security hospital to be 
constructed at Jessup, Md. He was 


formerly superintendent, Crowns- 
ville (Md.) State Hospital. 


Marc J. Musser, M.D.—has been 
appointed director of medical re- 
search for the VA, Washington, 
D. C. He was formerly director of 
professional services, Houston 
(Tex.) VA Hospital and professor 
of medicine, Baylor University Col- 
lege of Medicine. 


Allen J. Perrez—has been named 
administrator, Medina (N. Y.) Me- 
morial Hospital. He was formerly 
assistant superintendent, Marion 
County General Hospital, Indian- 
apolis, Ind. 


Daniel Powers — has been named 
administrator, Long Beach (N. Y.) 
Memorial Hospital, succeeding 
Philip Egeth, who resigned. Mr. 
Powers was formerly assistant di- 
rector, Barnert Memorial Hospital, 
Paterson, N. J. 


Phil N. Rosekrans — is new admin- 
istrator, Tyrone (Pa.) General Hos- 
pital. He formerly served as ad- 
ministrator, Onondaga (N._ Y.) 
General Hospital. 


(Continued on next page) 
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PERSONALLY SPEAKING continued 


W. C. Scarborough — has been ap- 
pointed administrator, Simpson 
General Hospital, Mendenhall, 
Miss. He was formerly chancery 
clerk, Simpson County, Miss. 


Sister Helen Margaret, O.P.— has 
been appointed administrator, Rose 


de Lima Hospital, Henderson, Nev. 
She was formerly associate profes- 


CLASSIFIED 


SHAY MEDICAL AGENCY 


Blanche L. Shay, Director 
Pittsfield Bldg., 55 E. Washington St. 
Chicago 2, Illinois 


POSITIONS OPEN 


ADMINISTRATIVE PERSONNEL: (a) Superin- 
tendent. Southwest. 35-bed hospital in health 
resort city. Ideal year-around climate. $6,300 
plus car furnished. (HT-3591). (b) Clinic 
Manager. California. Supervise medical group 
of | physicians; non-medical staff of 17. 
New 3-story clinic building completed in Feb- 
ruary 1959; modern in all respects. $6,000 up. 
(HT-3594). (c) Business Manager. Southwest. 
35-bed hospital in pleasant community of 15,- 
000 close to several large cities. (HT-3620). 
(d) Director of Public Relations and Volun- 
teers. Man or woman. 250-bed teaching hos- 
pital located in lovely residential section within 
easy commuting distance of N. Y. City. (HT- 
3374). (e) Assistant Administrator. East. 
Woman. 120-bed general hospital with 132- 
bed addition under construction. Real oppor- 
tunity. (HT-3603). (f) Credit and Collection 
Manager. Southwest. Prefer woman. 350-bed 
hospital located in city with several universi- 
ties and excellent cultural and recreational fa- 
cilities. (HT-3649). (g) Accountant or Office 
Manager; newly created position. Well quali- 
fied in accounting or business management. 
300-bed hospital. $7,200 minimum. (HT- 
3296). (h) Business Manager. South. Lo- 
cated in college town of about 25,000. 189-bed 
hospital with 100 additional beds under con- 
struction. (HT-3533). (i) Purchasing Agent. 
Middle West; department head level. 300-bed 
hospital in city of 60,000. $6,0CO up. (HT- 
3547). (j) Administrative Assistant. Middle 
West. 700-bed hospital. Require MHA degree. 
To $8,000. (HT-3653). (k) Purchasing Execu- 
tive. East. 600-bed hospital. Purchases run in 
— ee of $2,500,000 annually. (HT- 


PHYSICAL THERAPISTS: (a) Staff. Middle 
West. 160-bed hospital with a 50-bed addi- 
tion under construction. Therapy department 
oe, enlarged and air conditioned. $5,500 to 
$6,000 in one year. (HT-3650). (b) Chief. 
California. 300-bed hospital. 3 therapists in 
department. $6,000. (HT-3429). (c) Chief. 
East. To set up and supervise a physical ther- 
apy service in a _100-bed hospital. $6,000. 
(HT-3573). (d) Chief. Middle West. Super- 
vise established department in 250-bed — 


tal_in city located on Lake Michi . 
(HT-2816). 


MEDICAL RECORD LIBRARIANS: (a) Chief. 
Middle West; near Chicago. 160-bed hospital, 
expanding. 5 in department. $6,000 up. 
(HT-3416). (b) Chief. East. Large state 
hospital. Reorganize department. $5,400 up. 
(HT-3248). (c) Assistant. South. Near Wash- 
ington, D.C. Large teaching hospital affiliated 
with 3 university medical schools. $5,000 
(HT-3342). (d) Chief. Florida. 200-bed hos- 
pital — opened last year. 7 well-trained em- 
ployees in department. (HT-3618). 


NOTE: We can secure for you the position you 
want in the hospital field, in the locality 
you prefer. Write for an application today— 


a_postcard will do. ALL NEGOTIATIONS 
STRICTLY CONFIDENTIAL. 


sor of nursing and director of the 
collegiate program of nursing at 
Barry College, Miami, Fla. 


Sister Mary Margaret —has_ been 
appointed administrator, St. Jo- 
seph Hospital, Meridian, Miss. She 
will act as administrator and direc- 
tor of nurses. 


Harold E. 
Springer — has 
been named hos- 
pital business 
administrator, 
Peoria 
State Hospital. 
He was former- 
ly administrator, 
Memorial Com- 
munity Hospi- 
tal, Edgerton, Wis. 


James E. Stuart 
—has been elect- 
president, 
Blue Cross As- 
sociation, an 
agency repre- 
senting Blue 
Cross Plans 
throughout the 
country in their 
national affairs. 
Mr. Stuart succeeds Basil C. Mac- 
Lean, who will continue to serve 
the association as a consultant. 


John B. Warner — has been named 
administrator, Firmin Desloge Hos- 
pital, St. Louis, Mo., where he was 
formerly associate director. He 
succeeds Sister Mary Clenientia, 
S.S.M., who will remain Sister Su- 
perior of the Sisters of St. Mary, 
associated with the hospital in spe. 
cial departments and nursing serv- 
ices. 


Charles E. Welch —has been ap- 
pointed administrator, Memorial 
Community Hospital, Edgerton, 
Wis. He was formerly assistant 
director, Rockford (IIl.) Memorial 
Hospital. 


Lt. Col. Dorothy N. Zeller — has 
been named chief, U. S. Air Force 
Nurse Corps. Formerly deputy 


chief, Lt. Col. Zeller succeeds Col. 
Frances 1. Lay, who been 
named command nurse for the 
U. S. air forces in Europe. 


VA Appointments 


Mrs. Helen R. Cahill — has beep 
appointed director of dietetic sery. 
ice, Veterans Administration de. 
partment of medicine and surgery, 
Washington, D. C. For the past 
ten years she has served as assistant 
director. 


VA Nursing Appointments 


Madeline J. Army -— is assistant 
chief, nursing service, West Rox. 
bury (Mass.) VA hospital. She was 
formerly assistant chief, nursing 
education, at the hospital. 


Marguerite M. Aurnhammer — is 
assistant chief, nursing service, 
Brockton (Mass.) VA __ hospital, 
where she was formerly an instruc- 
tor. 


Clara M. Bresnahan —has_ been 
named chief, area nursing service, 
Office of Area Medical Director, 
Atlanta, Ga. Prior to transfer, she 
was chief, nursing service, Lexing- 
ton (Ky.) VA hospital. She is suc- 
ceeded by Mildred Caldwell, who 
held a similar position in the At 
lanta (Ga.) area before transfer. 


Mary L. Clark — is chief, nursing 
service, Erie (Pa.) hospital. 
Previously she was assistant chief, 
nursing service, Washington (D.C.) 
VA hospital. 


Neva K. Cross — is chief, nursing 
service, West Haven (Conn.) VA 
hospital. She was formerly area 
chief, nursing service, Trenton 
(N. J.) VA hospital. 


Ruth G. Fortney —has been ap 
pointed chief, nursing service, San 
Fernando (Calif.) VA hospital. 
Prior to transfer she was a member 
of the central office nursing service, 
Washington, D. C. 


Margaret C. Michelson — is area 
supervisor, nursing service, St 
Louis (Mo.) VA hospital. She was 
previously chief, nursing service, 
Des Moines (lowa) VA hospital. 


Ellen O. Morse — is chief, nursing 
service, Philadelphia (Pa.) VA hos- 


pital. Previous to transfer, she held 
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a similar position with the West | 
Haven (Conn.) VA_ hospital. 


Josephine A. Parsons— has been 
appointed chief, nursing service, 
Grand Junction (Colo.) VA hospi- 
tal, where shse was formerly assist- 
ant chief, nursing service and edu- 
cation. 


Eleanor F. Smith — is chiel, nurs- 
ing service, Des Moines (lowa) VA 
hospital. She formerly had a simi- 
lar assignment at the Madison 
(Wis.) VA hospital. 


Frances C. Sumner — has been 
named chiel, nursing service, Knox- 
ville (lowa) VA hospital. She was 
previously assistant chiel, nursing 
service, Waco (Tex.) VA hospital. 


Deaths 


Harold M. Camp, M.D. — 75, sec- 
retary and treasurer of the Illinois 
State Medical Society, died Oct. 16. 

Dr. Camp had been editor of 
the Illinois Medical Journal since 
1941, and had been a general prac- 
titioner in Monmouth, IIl., tor 50 
years. 


Julian Loudon, M.D. — 78, retired 
chief physician, St. Michael’s Hos- 
pital, ‘Toronto, Ont., died Oct. 16. 
He was noted tor studies of the 
bacteriology of cancer and a. sys- 
tematic scheme lor examination of 
the nervous system. 


Dr. Loudon was also associate 
coroner of Toronto and assistant 
professor of medicine, University 
of Toronto. 


Ross McIntire, M.D. — 70, execu- 
tive director, International College 
of Surgeons, died Dec. 8. Dr. Mc- 
Intire had been surgeon general of 
the navy during World War II and 
was a retired vice-admiral. He had 
also served as personal physician to 
President Roosevelt from 1933 to 
1945, 


Albert H. Miller, M.D.— 87, in- 
ventor of the open ether cone, died 
Nov. |. He had been associated 
with Rhode Island Hospital since 
1900, and had developed the new 
anesthesia system there, as well as 
methods of safe surgery of the 
upper body passages while still ad- 
ministering the proper amount ol 
anesthetic. 
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faster healing at any location 


CHYMAR 


Buccal / Aqueous ; in Oil 


superior anti-inflammatory enzyme 


controls inflammation, 
swelling and pain 


thrombophlebitis / phlebitis / cellulitis / 
asthma / bronchitis / rhinitis / sinusitis / 
bruises / hematomas / sprains / fractures / 
episiotomies / pelvic inflammatory 
disease / mastitis / postpartum breast 
engorgement / biopsies / surgical and 
obstetrical trauma / inflammatory skin 
and eye conditions / dermatoses / burns / 
ulcerations / peptic ulcers / 

ulcerative colitis / epididymitis / 

orchitis / prostatitis / 
hemorrhoidectomies / tonsillectomies / 
hernia repair / plastic surgery / 


CHYMAR Buccal Crystallized chymotrypsin in a 
tablet formulated for buccal absorption. 
Bottles of 24 tablets. Enzymatic activity, 
10,000 Armour Units per tabiet. 


CHYMAk Aqueous Solution of crystallized chymo- 
trypsin in sodium chloride injection for 
intramuscular use. Vials of 5 cc. Enzy- 
matic activity, 5000 Armour Units per cc. 


CHYMAR Suspension of crystallized chymotrypsin 
in oil for intramuscular injection. Vials of 
5 cc. Enzymatic activity, 5000 Armour 
Units per cc. 


Armour Means Protection 


ARMOUR PHARMACEUTICAL COMPANY « Kankakee, Illinois 


© 1959, A. P. Co, 
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For further information 
on any of the products, 
please check the Buyer’s 
Guide number on the 
reply card opposite page 


401. Thermostatic water mixer 
New low-capacity mixer for showers and 
tubs saves hot water, improves bather 
comfort and safety. Mounted-on shower 
or tub wail, it takes the place of con- 
ventional hand valves. Hot and cold 
water are thermostatically mixed in the 
unit to provide delivered water main- 
tained at the desired temperature dialed 
by the user. Built-in safety limit pre- 
vents delivery of hot water above 100° F. 
Powers Regulator Co., Dept. H-1, 5454 
Oakton St., Skokie, III. 


402. Food cutter 


Newly designed Model 114D, with a 
capacity oi 7 |b, features a fabricated 
steel bed plate which is lighter and 
stronger, sealed gear reduction unit run- 
ning in oil, and 814-in. diameter attach- 
ments. Sealed gear eliminates oil leak- 
age, lasts longer, requires less servicing. 
Available with or without pedestal for 
bench installation. John E. Smith's Sens 
Co., 50 Broadway, Buffalo 3, N. Y. 


403. Wraps 

Wraps for supplies to 
be autoclaved are 
now being imprinted 
“DennisonWraps — 
Re-Usable — Return 
to Central Service.” 
Of specially treated 
Kraft) paper. Denni- 
son, 101 Park Ave., 
New York, N. Y. 


404. Transfusion 
Set administers blood 
either by gravity feed 
or under pressure 
without fear of air 
embolism. Consists of 
strong polyvinyl enve- 
lopes divided into two 
sealed chambers, one 
for blood, the other 
for air. Drip cham- 
ber is transparent for 
personnel — checking, 
and level established 
by one squeeze of the 
flexible chamber. 
Amsco Laboratories, 
Erie, Pa. 


405. Wrist restraint 

Wholly new approach to wrist restraint 
consists of a formed aluminum. casting 
supported by a stainless steel mounting 
shaft. Conductive covered — half-inch 
plastic foam forms the insert of the 
wristlet, giving pressure-free, comfort- 
able restraint to patient, and absolute 
security for attendants. Can be applied 
or released in seconds; adjusts to size. 
Hausted Mig., Box 190, Medina, O. 


406. Diplopia reader 


New instrument designed for patients 
who have obtained straight eyes, either 
by glasses or surgical means, and to im- 
prove comfort in a -phoria where the 
middle third is either too far on the 
divergent or convergent side. Recom- 
mended for cases of accommodative 
esotropia and -phorias at all ages. Com 
plete with chart board. Curry & Paxton, 
Inc., 866 Willis Ave., Albertson, Long 
Island, N. Y. 
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407. Washer and aspirator 
Pipette washer and aspirator are two 
new lab products. The former washes 
and dries as many as 18 blood diluting, 
Sahli, sedimentation, lambda, or similar 
pipettes. Unique flap valve automati- 
ally closes off holes not being used. Of 
easily cleaned rubber and aluminum 
parts. The aspirator is a high-vacuum, 
large-capacity instrument which _ will 
pump large fluid volumes —up to two 
gallons per minute—at normal city 
water pressure. Of inert, corrosion-resist- 
ant polyethylene, with rubber faucet 
attachment; non-splash screen. Designed 
for vacuum filtering, urea nitrogen tests, 
drawing up spilled liquids, other lab 
procedures. Clay-Adams, Inc., 141 East 
25th St., New York 10, N. Y. 


408. Acoustical tile 

New ceramic glazed structural acoustical 
tile permits construction of load-bearing 
walls incorporating acoustical control. 
Combining the principles of the Helm- 
holtz Resonator and cells filled with 
fiberglass, cach unit offers high sound 
absorption and efficient sound insula- 
tion. Can be used with company’s 
Mtraight-Line ceramic glazed structural 
tile for acoustic panels or random- 
acoustica] applications. High resistance 
‘0 moisture and fire (fire rating of over 
oe hour); withstands abrasion; easily 
cleaned; excellent thermal insulation 


Value. Arketex Ceramic Corp., Brazil, 
Indiana. 
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409. Soap 

New liquid surgical 
soap has excellent 
lathering and rinsing 
qualities in hard or 
soft water. Contains 
no sediment, does not 
cloud at low temper- 
ature or develop ran- 
cid odor on aging. 
Despite active germi- 
cidal action, is mild 
and sate for facial 
use. Col gat e-Palm- 
olive-Peet Co., 300 
Park Ave., New York 


410. Clamp 

Small, lightweight 
umbilical cord clamp 
can be applied in sec- 
onds with one hand. 
Of tough, resilient ny- 
lon, clamp may be 
autoclaved, fits any 
size cord. Wide open- 
ing permits easy inser- 
tion of cord; locks 
easily, serrated 
edges and catch-type 
closure prevent. slip- 
ping or release. No 
dressings or belly 
bands required; can 
usually be removed 
after 12 hours. Holli- 
ster, Inc., 833 N. Or- 
leans St., Chicago, II]. 


411. Multi-purpose rotator 
New low-priced, versatile unit with in- 
terchangeable discs useful for mild agi- 
tation in a variety of tests. Rotates in 
a vertical plane with slight rocking mo- 
tion at slow speed of 12 rpm; other 
speeds on special order. Tubes, syringes, 
serum bottles or flasks are mounted in 
horizontal position; vertical mounting 
also possible for more severe mixing. 
Uses include micro-diffusion tests, such 
as ammonia in blood. For blood stor- 
age, entire unit can fit into refrigerator 
while slow rotation and a bent shaft 
provide the slight agitation that prevents 
sedimentation. Scientific Industries, Inc., 
15 Park St., Springfield 3, Mass. 


tte 


412. Door mat 


New type door mat combines advantages 
of being long-lasting, low-priced; has 
permanent molded-in color, provides ex- 
ceptional scraping action. Reversible 
open grid design; quickly cleaned by 
hose or under sink faucet. Diamond de- 
sign allows for ventilation for quick 
drying, prevents moisture collecting un- 
derneath; mud, snow and dirt shake off 
readily. Adaptable to floor or fatigue 
use indoors. Molded of high density 
polyethylene blended with regular poly- 
ethylene, mat weighs less than one pound 
and measures 17” x 23”. Available in 
assorted colors. W. R. Grace & Co., 225 
Allwood Road, Clifton, N. J. 
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BUYER’S GUIDE continued 


413. Spectometer computer 


New instrument for precise single chan- 
nel gamma ray pulse height analysis is 
combined with a decade scaler to per- 
mit direct readout, without the need of 
interpolation. Only two control knobs 
to set; a switch also permits its use as 
a simple decade scaler. Instrument ex- 
cludes scattered radiation and _back- 
ground, indicates the isotope detected 
and permits counting of one isotope 
when combined with several others. 
Easily measures Cr-51 in the presence 
of 1-131. Nuclear Measurements Corp., 
2640 N. Arlington Ave., Indianapolis 18, 
Indiana. 


414. All-purpose table 


Can be used as bedside, work, end, or 


waiting room table; with any type chair, . 


being especially suited for wheelchair 
use. Attractive, heavy-duty construc- 
tion, table has formica top with alumi- 
num wrap-around edges and hide-away 
book rest. Height and angle adjust 
quickly and easily via spring buttons on 
all four legs. Folds compactly to 4-in. 
width for storage. Rehabilitation Prod- 
ucts, division of American Hospital 
Supply Corp., 2020 Ridge Ave., Evans- 
ton, Ill. 


415. Pitcher 


New, covered paper, 
to be destroyed after 
single patient’s use. 
The 32-0z. handled 
pitcher is equipped 
with a lid with die 
cut tab which may be 
opened for pouring, 
then closed, com- 
pletely sealing con- 
tents against air-borne 
bacteria. Dripless 
spout can pour as 
little as a few drops 
at a time. Dixie Cup 
Co., New York, N. Y. 
Div., American Can. 


416. Pump 

Twoway suction- 
force pump designed 
to quickly clear stub- 
born clogged drains 
without dirt or mess. 
Sturdy 22-in. brass 
pump exerts more 
than 100 Ib of pres- 
sure and suction force. 
Heavy-duty rubber 
cup is reversible for 
air-tight fit into open 
drains. Allan J. Cole- 
man Co., 120 W. Illi- 
nois St., Chicago 10. 
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417. Laboratory oven 

New design includes improved shape 
and sizes, more efficient direction of air 
flow in work chamber, accurate temper- 
ature control, new safety controls. Elec. 
trically heated, can also be adapted to 
use steam or hot water at available pres. 
sures. Two swinging doors provide oven 
aperture 37” x 37”; heavy-duty observa- 
tion glass window in one door. Oven te. 
quires little pre-heat time to reach 
proper temperature; sizes to fit any lab- 
oratory. Special convection heat design 
permits fast heat penetration of prod. 
ucts. Despatch Oven Co., 611 S. E. 8th 
St., Minneapolis, Minn. 
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418. Ultrasonic cleaner pu 


New line of multi-purpose cleaners are surfac 
designed for cleaning surgical instru- of lo 


ments, hypodermic needles, synchos, ser Scien 
vos, or any other precision mechanical burgt 
parts. The application of sufficient driv 

ing power to a precisely designed trans 421. 
ducer at the correct frequency, Col 
sistently, provides tremendous  cavil High 
tional action and complete uniform cov ho 
erage throughout the cleaning tank. ight 
Generator and tank combination unl Prov: 
range in output from 60 to 1,000 watts ag 
and tank capacities are equipped with nt 
selector switch so two  transducerized mule 
tanks may be operated from the same - 
generator. Circo Ultrasonic Corp., Clark, rl 
New Jersey. 
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419. Washer-dryer-burnisher 


New machine washes, sterilizes, 
dries and burnishes in one smooth, 
ntinuous operation. The Tri- 
matic has a capacity of 400 pieces 
of silver flatware, or 800 pieces of 
dainless steel flatware. Designed 
i be flush mounted to existing 
dish tables, but does not reach the 
foor. Internal spray head rinse, 
gecial shot retainer, easily accessi- 
ble drain plug. Stainless steel and 
bronze barrel, 12” x 18”, has safety 
cover. Paul F. Kraft, 60 Commer- 
cal Ave., Moonachie, N. J. 


420. Tensiometer 


New instrument determines either 
surface or interfacial tension via 
the “ring” method in as little as 16 
seconds, with a readability of +0.05 
dyne. Is put into operation by 
opening case door and leveling 
unit. For surface tension, oper- 
ator immerses the platinum-iridium 
ting in the sample, adjusts the 
ting to the surface, applies upward 
tension. The dial reading is made 
when the ring breaks from the sur- 
face. For interfacial tension, ring 
tension is applied in the direction 
away from the liquid of higher 
urface tension and toward liquid 
of lower surface tension. Fisher 
Scientific Co., 717 Forbes St., Pitts- 
burgh 19, Pa. 


421. Phosphorescent paint 
High quality phosphorescent paints 
“charge” from natural or artificial 
light, glow in nighttime darkness. 
Provide visibility to fire extin- 
guishers, first aid kits, light switches. 
In both baking and air dry for- 
mulations paints have good gloss 
tetension, will reactivate indefinite- 
ly. Ultra-Violet Products, Inc., San 
Gabriel, Calif, 
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422. Folding caddy 

Designed to accommodate 10 to 14 
tables of any size, caddy is particu- 
larly suited to transporting round 


tables. One man can roll round 
tables onto the caddy while a di- 
rectional locking caster prevents it 
from moving. Device also assures 
proper direction of caddy when it 
is rolled up or down an incline. 
Measuring 30” x 60”, caddy will 
pass through doors and can be car- 
ried in elevator. Folds to 30” x 
171%” for storage. Folding is ac- 
complished without latches or locks 
merely by lifting at the center 
hinge. Structural steel, with heavy- 
duty casters. Sico Manufacturing 
Co., Inc., 5215 Eden Ave. S., 
Minneapolis 24, Minn. 


f 


423. Sterilwrap paper 


New, disposable, white textured 
Sterilwrap paper is offered as the 
closest match to cotton hucktowels 
or muslin, and the original and 
basic autoclave wrapper. Has the 
bulk and hand of cotton, plus wet 
strength, and texture like that ol 
the traditional cotton wrapper. In 
addition to pre-cut sheets of many 
sizes, tubings of various sizes and 
glove pouches are available. Busse 
Hospital Products, 64 E. 8th St., 
New York, N. Y. 


424. Flooring 

New ready-to-lay flooring is claimed 
to outwear concrete, and is suitable 
for indoor application over con- 
crete, wood or metal, old or new. 
In 2’ x 3’ sheets for easy handling, 
it lays over old floor like tile. Will 
not chip or crack; is non-slip and 
easy on the feet, quiet, clean, sani- 
tary and odorless. Monroe Co., Inc., 
10703 Quebec Ave., Cleveland, O. 


425. Space-maker telephone 


New versatile telephone, instru- 
ment features moveable dial and 
hookswitch for complete position 
mobility. The dial mounting can 
be rotated a full 360°, tilted back- 
ward 45°, and locked into place 
at any point. The handset cradle 
swings in a 180° arc and locks into 
any one of seven different posi- 
tions. Allows installer to mount the 
Space-Maker the subscriber's 
preference. General Telephone 
Laboratories, subsidiary of General 
Telephone & Electronics, North- 
lake, 


426. Laundry formula 


Lamco Laundry Formula #88 is 
as effective in cold water solution 
as in hot; washes woolens without 
shrinkage, retaining softness and 
flufiness; removes difficult stains; 
renders items germ-free; reduces 
static electricity. Low suds formula. 
Lamco Chemical Co., 33 Commer- 
cial Wharf, Boston 10, Mass. 
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Hospital Jars 
LOW PRICES 


Made exclusively for us \ 
by CORNING GLASS WORKS 42 

Co: 

30 

Applicator Jars, Hospital Jars, Tongue Blade Jars and Sundry Jars are now available ma 

in the world’s most famous glass... PYREX®...at surprisingly low prices. 
Tel 

All are sparkling clear, uniform in wall thickness and free from mold marks. C. 

l 

Pyrex® withstands abrupt temperature changes and sterilization up to 520°C without e 
discoloration or devitrification. Physical shock resistant and chemically neutral. lu 
Round inside bottoms simplify cleaning. All rims are beaded. Overlapping stainless : 
steel covers. 
Ask your supply house for complete details or write today for completely illustrated 3 
CATALOG MP-8. 
PYREX is a registered Trade Mark of Corning Glass Works. sp 

Ci 


MERCER GLASS WORKS, INC. 


725 BROADWAY, NEW YORK 3, NEW YORK 
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427. Shampooer-vacuum 


First machine to combine scrub- 
shampooing and vacuuming func- 
tions is designed for use on uphol- 
stered furniture and carpeting, auto 
interiors. Portable, with 30-[t non- 
marking, rubber-covered hose. 
Hoses carrying foam shampoo to 
brush head are of vinyl plastic, 10 
ft long, alkali and acid resistant, 
and equipped with snap-on fas- 
teners. ‘Tanks are stainless steel, 
top castings highly polished alumi- 
num alloy. Vacuum motor is only 
moving part. Clarke Floor Machine 
Co, 30 E. Clay Ave., Muskegon, 
Mich. 


428. Glass coils 
Compact glass capillary coils up to 
300 ft in length for use in gas chro- 
matography are designed for high 
temperatures up to 510° C. Cur- 
rent usage is at maximum of 250° 
C. Smooth inside surface permits ap- 
plication of a thin, uniform grease 
coating required for effective reso- 
lution. Coils are treated to resist 
abrasion; heavy-walled for me- 
chanical strength. In 100-, 200-, and 
300-ft with coil I.D. of either 2 or 
3in. O.D. of tubing is 1/16 in. for 
uniform size connectors. Other 
bore sizes and lengths to meet 


specifications. Corning Glass Works, 
Corning, N. Y. 
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429. Skin creams 

Three new creams are available for 
protection against virtually any 
skin irritant: FEND A-2 has van- 
ishing cream base, reinforced with 
a combination of salts to ward off 
water-soluble irritants such as tar 
and grease; FEND 1-2 has non- 
vanishing cream base with petro- 
leum for water-soluble irritants; 
FEND S-2 is a silicone-reinforced 
vanishing cream which provides a 
barrier against diverse soluble and 
insoluble irritants. All contain 
hexaclorophene and an emollient. 
Mine Safety Appliances Co., 201 
N. Braddock Ave., Pittsburgh 8, Pa. 


430. Drainage unit 
Post-operative drainage unit is 
available in four models: Basic unit 
for steady suction protected by 
valve up to 200 mm; basic unit 
with intermittent manometer only; 
basic unit with thoracic water ma- 
nometer only; complete unit with 
intermittent manometer and water 
manometer. Unit offers accurate 
control of maximum vacuum and 
control of air flow; intermittent 
feature releases tissue and blood 
clots from catheter openings; visi- 
ble indication that unit is func- 
tioning at all times. Can be used 
for Wangensteen drainage, abdom- 
inal, bladder, or other body cavity 
where controlled suction is required. 
C. M. Sorenson Co., Inc., 50-19 47th 
Ave., Woodside, L. I., N. Y. 


if 
431. Safety cabinet 
Stainless steel micro-biological 
safety cabinet is designed to protect 
the lab technician from hazards 
such as infectious micro-organisms, 
toxic chemicals, contaminated or 
infectious animals, and radioactive 
materials. A filter canister has three 
500-watt electrical strip heaters with 
two layers of filter media. Unit is 
thermostatically controlled to oper- 
ate at 400° F. Two fluorescent 
lamps are enclosed in stainless steel 
housing on top the unit; a cold 
cathode sterile light with low ozone 
output is installed above front win- 
dow. Large viewing window on 
sloping front. S. Blickman, Inc., 
8400 Gregory Ave., Weehawken, 
New Jersey. 


432. Electronic thermometer 
New Thermophil 115V or battery 
powered electronic thermometers 
are standardized to permit inter- 
changeability and are stabilized 
against drift. Accurate, reproduci- 
ble readings from 200° C. to plus 
150° C. Response is given at .75 
sec. in liquids, 2.2 sec. on surfaces. 
Thermophil will provide exacti- 
tude to within plus or minus .33° 
to .67°>. Instrument measures 
7” x 5” x 244”. Chicago Apparatus 
Co., 1735 Ashland, Chicago, III. 
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assurance sterility 


H CH 0 is the chemical formula for formaldehyde, the only suture 
storage solution that kills all bacterial spores and spore-forming 
organisms. Every ETHICON suture packet is surrounded and protected 
by formaldehyde storage solution. Your assurance of sterility is on the 
label of each ETHICON jar. 


“sutures and packets certified sterile” 
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BUYER’S GUIDE continued 


433. Breathing apparatus 

First intermittent positive pressure breathing appa- 
ratus designed especially for children has control box 
resembling clown’s face. The emergency button is 
a red nose, and each time the patient draws a breath 
through the candy-striped hose, the clown rolls a 
friendly eye. When child begins to inhale, a valve 
in the Pediatric Ventalung triggers unit’s operation 
so that oxygen is gently forced into lungs according 
to patient’s own rate of respiration. It administers 
100% oxygen, or any air-oxygen mixture from 40 to 
100%%. National Cylinder Gas Division, Chemetron 
Corporation, 840 N. Michigan Ave., Chicago, IIl. 


434. Portable incinerator 


New 75 lb-per-hour average dry waste incinerator, 
especially designed for smaller hospitals, can operate 
at rated capacity for eight hours a day. Eliminates 
smoke and objectionable odors. Heavily constructed, 
steel cased and refractory-lined at factory, it is 
equipped with steel skids to simplify location change 
if occasion arises. Measures 4’2” long x 2/10” wide, 
and can pass through average 36-in. doorway. Collec- 
tion containers can easily be upended and emptied 
through the 24” x 20” hopper-type charging door. 
Where narrow passages or doors would hamper de- 
livery of an assembled unit, knocked down units 
are shipped to be erected and lined on site by com- 
pany distributors. Plibrico Co., 1800 N. Kingsbury 
St., Chicago 14, Ill. 


435. Adjustable height table 


Similar in design and construction to the Adjustable 
Height Table introduced to the institutional field last 
year, new table may be adjusted from 30 in. to 40 in. 
in height, at l-in. intervals. Of 18-gauge tubular steel, 
welded and riveted at points of stress, table has spring- 
operated finger-tip control for raising and lowering. 
Fool-proof locking toggles are integral part of fold. 
ing leg mechanism and insure against collapse. Avail- 
able in a choice of tops. Foldcraft Co., Mendota, Minn. 


436. Swivel action frames 


New frames are of heavy extruded aluminum sections 
polished to a high luster, all screws of stainless steel. 
Individually packed, with installation screws and in- 
structions. Designed for attractive, permanent, eco- 
nomical installation, frames cannot be damaged when 
struck by maintenance personnel or when moving 
large equipment because of swivel action combined 
with durability. The frame folds back against the wall 
to permit free passage of objects, can then immedi- 
ately be returned to proper position. Six standard 
sizes; special sizes on order. Matching frames for flat 
wall mounting. Milligan Corp., P. O. Box 10615, 
Pittsburgh, Pa. 


~S 437. Portable TV receiver 

| The “Safari,” called by the manu- 
facturer the world’s first true port 
able television receiver, is a personal 
viewing set available with a private 
listening device which avoids disturb- 
ing other patients in the same room. 
Powered by a specially developed 
alkaline battery which will operate 
for four hours and can be recharged 
20 times, giving it a life of 80 hours 
or more. Also operates on regular 
house current. Fully transistorized. 
Philco Corporation, Philadelphia, Pa. 


HOSPITAL TOPICS 


4 
Cc 
h 


9 
43% 
Nev 
ro 
‘ 
in 
stea 
Ne 
bo 
th; 
pe 
de 
tel 
ca 
Te 
it 
se 
at 
mk 
i 
116 


438. Low flue collector boiler 


New Series 150 gas-fired cast iron boilers eliminate 
problem of low ceiling boiler rooms. Manufactured 
in 33 sizes from 600,000 to 5,400,000 Btu input for 
steam or hot water systems, boilers are equipped with 
horizontal to vertical flue collectors and draft di- 
vertors. Assembly maintains a predetermined maxi- 
mum height of the flue outlets regardless of boiler 
size, permitting lower cost construction of lower 
ceiling boiler rooms. Six horizontal water passages in 
a “closed H” design form completely boxed gas 
passages for greater efficiency and economy of oper- 
ation. Peerless Heater Co., Boyertown, Pa. 


439. Ice cap-hot water bottle 


New ice cap that does double duty as a hot water 
bottle is manufactured of a new rubber compound 
that withstands both freezing and near-boiling tem- 
peratures. Conventional, single purpose ice caps, not 
designed with heat in mind, do not resist the de- 
teriorating effects of high temperatures. The new 
cap is made of light, strong fabric, coated both in- 
side and outside with the special, freeze- and heat- 
resistant rubber. A patented rubber closure acts as 
its own washer: the tighter the turn, the stronger the 
seal. B. F. Goodrich Industrial Products Co., Akron, O. 


440. Control cabinet 


Complete control cabinet with slant- 
away front increases technician’s efh- 
ciency and ease of movement while 
handling hazardous materials. Operat- 
ing at a slight negative pressure, in- 
coming air passes through glass fibre 
filter; 8-in. glove port panel can be 
used with rubber, neoprene or lead- 
loaded neoprene gloves; viewing win- 
dow permits close observation of spec- 
imens and operations. All component 
Parts are completely interchangeable. 
Contract Equipment Division, Hamil- 


ton Manufacturing Co., Two Rivers, 
Wis. 
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441. Plastic surgical drape 
Improvement in aseptic surgery is achieved by technic 
in which surgeon makes incision through a_ skin- 
tight plastic sheet which covers the area of operation. 
The plastic film, a clear vinyl two-thousandths of an 
inch in thickness, and held in place by an adhesive 
sprayed on the skin, seals off the wound from bacterial 
contamination from patient’s own skin. Also helpful 
in neuro-surgery and other operations where working 
area is limited and bulky drapes cannot be used. Ad- 
heres smoothly to contours. Aeroplast Corp., 420 
Dellrose Ave., Dayton 3, O. 


442. Infratube heaters 

New, economical controlled-heat principle eliminates 
convection principle, yet can be a low-cost auxiliary 
to existing heating systems. Infratube heaters direct 
warmth to the actual area where it is desired, without 
heating unused or unoccupied adjacent areas. Pure 
fused quartz tubing is used for element housing; 
scientifically designed semi-parabolic reflectors and 
special end reflectors insure optimum coverage. Apex- 
tro Products Co., 1821 N. Eastlake Ave., Los Angeles 
31, Calif. 
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CONTINENTAL Announces: 
New POLY-CON 


PROTECTOR 


— PULL OUT 
— TEAR OFF 
— USE 


NO LAUNDERING... NO AUTOCLAVING 
NON-COMBUSTIBLE 
THROW AWAY AFTER USE 


OFF 


A NEW LOW COST PILLOW PROTECTOR PROVIDED IN ROLL FORM 
200 PER ROLL 


SIZE 21” x 30” 


also... 


IDEAL FOR USE IN ISOLATION WARD, 
oe RECEIVING ROOM, EMERGENCY ROOM, 
@» FOR BUNDLING OF PATIENTS’ CLOTHES, 

, = SPECIMEN BAGS, LAUNDRY BAG, WASTE 
TRANSLUCENT RECEPTACLE, BLANKET PROTECTOR. 


WHITE IN COLOR 


PACKAGED IN ROLL FORM IN A CONVENIENT DISPENSING CARTON 
FOR EASY HANDLING ON LINEN CARTS OR MAY BE HUNG ON A WALL. 
WALL BRACKET AVAILABLE 


CATALOG No. TA-! 


CONTINENTAL HOSPITAL INDUSTRIES, INC. 


18624 DETROIT AVENUE CLEVELAND 7, OHIO 
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FILMS, NEW LITERATURE 


450. Medico-legal film 


A Matter of Fact, 16 mm. black 
and white optical sound film, run- 
ning 30 minutes, brings into focus 
the serious consequences of an in- 
adequate post-mortem medical ex- 
amination. Film, which portrays 
a typical situation in which an 
innocent man is accused of murder 
due to the lack of training of a 
county Official, is the fifth in a 
series. Wm. S. Merrell Co., Cin- 
cinnati 15, O. 


451. Food service equipment 
New 64-page catalog lists and illus- 
trates all Cres-Cor mobile alumi- 
num food service equipment mod- 
els with dimensions and weights. 
Accessories for each model are also 
listed and shown. The hard-cover, 
spiral-bound publication is sec- 
tionalized, with a_ sectional and 
numerical index for easy location 
of units. Crescent Metal Products, 
Inc., 18901 St. Clair Ave., Cleve- 
land 10, O 


452. Housekeeping film 


Hospital Clean! primarily a film 
for indoctrination of hospital 
maids and porters, reviews the 
problem of resistant staph, and 
stresses the importance of the in- 
dividual duties of hospital person- 


nel. All areas of the hospital, and‘ 


how to keep them clean and sani- 
tary, are covered. Huntington Lab- 
oratories, Inc., Huntington, Ind. 


453. Fire sources 

New four-page folder, containing 
technical information on the x-ray 
diffraction method used for tracing 
fire sources illustrates how x-ray 
patterns differentiate between iden- 
tical wires which have endured 
various heat conditions. Illustrated 
with 12 diffraction films covering 
copper and aluminum conductors. 
Instruments Division, Philips Elec- 
tronics, Inc., 750 S. Fulton Ave., 
Mount Vernon, N. Y. 


454. Hygrometric catalog 


Said to be the world’s first com- 
plete hygrometric catalog, new 69- 
page, two-color publication con- 
tains desc riptions and illustrations 
of hundreds of pieces of moisture- 


FEBRUARY, 1960 


detection, control, 
equipment. Complete systems are 
described, as well as individual 
components whereby specialized 
systems can be built. American In- 
strument Co., Inc., 8030 Georgia 
Ave., Silver Spring, Md. 


455. Specimen containers 

New four-page folder detailing new 
line of Uroflex-R reinforced, shat- 
ter-proof plastic specimen contain- 
ers illustrates the four sizes avail- 
able, the protective mailing cases, 


INSTRUMENT 
MILK 


Manufactured 
and 
Guaranteed by 


Manufacturers of Ochsner “Diamond Jaw” Needle Holder 
and Ochsner “Diamond Edge” Scissors 
POST OFFICE BOX 186, LOS GATOS, CALIF. 


and alarm 


and the type of imprinting avail- 
abie. Lermer Plastics, Inc., 502 
South Ave., Garwood, N. J. 


456. Sleep equipment 

New Contract Sleep Equipment 
catalog includes a complete sec- 
tion devoted to sleep equipment 
for hospitals. Contains illustra- 
tions of inner construction details, 
and description of conformatic 
spring unit. Columbia Bedding 
Co., 3321 Roanoke Road, Kansas 
City, Mo. 


¢Prevents Instruments 
from Rusting 
¢Keeps Box Locks Free 
¢Permits Autoclaving of Sharps 
¢Saves Valuable Time 


Here's how it works: 
A few cents a day assures 
your operating staff of 
rust-free, lubricated 
instruments. After cleansing, 
dip whole tray of instruments 
including sharps. Then 
autoclave. No rinsing, 
no wiping! 
One gallon of Instrument-Milk 
concentrate makes six gallons 
of non-oily, non-sticky bath 
—a month’s supply! 


ORDER FROM YOUR 
SURGICAL DEALER TODAY! 
1-GALLON $12.50 


Osurgical( INSTRUMENT- MILK 


Sink 


Snowden. Pencer <tPoration 


«4 


A 
| 
| 
| 
| 
| 
| 
| | | 
| 
()surgical () | 
| | 
| | 
| | | 
Snowden-Pencer — 
Corporation: 


Announce Reorganization 
Of Schering Field Staff 
Four domestic sales regions have 
been established by Schering Corp., 
Bloomfield, N. J. A. Everett Man- 
waring, formerly western regional 
sales manager, has been named 
field sales manager, with headquar- 
ters at Bloomfield. 
Wancek, 


Norman EF. formerly 


field and trade promotion man- 
ager, has succeeded Mr. Manwar- 
ing as western regional sales man- 


Tom Dooley, M.D., the famous Laotian “jungle 
doctor” (1I.), was honored at a recent dinner 
in Chicago attended by medical, hospital, and 
civic leaders. Dr. Dooley was presented with 
several thousand dollars worth of laboratory 
glassware for his hospital by the Kimble Com- 
peny, subsidiary of Owens-Illinois. He is 
shown here with Kevin C. McCann, president 
of Defiance College, who attended the pres- 
entation dinner. 


ager. G. F. Grimaldi has been 
named central regional manager, 
with headquarters in Chicago. 

Herbert A. Lohrman, eastern re- 
gional manager, has moved _ his 
office from Bloomfield to the com- 
pany’s Union, N.J., location. The 
newly created position of southern 
regional sales manager has been 
filled by Carl D. Park, Chamblee, 
Ga. 


Armour Appoints Conquest 
European Representative 


Victor Conquest, vice president, 
has been appointed European rep- 
resentative by Armour and Co. His 
headquarters will be in Paris. 


Mr. Conquest has been associated 
with the Armour company for 34 
years, and for 25 years has served 
as head of research activities. In 
the new post, he will supervise 
Armour research and development 
activities with universities and _pri- 
vate industry in western Europe 
and Great Britain, and explore 
additional opportunities for ex- 
change of products and _ processes 
with overseas industry. 


Schneider Elected as 
G. F. Harvey President 


G. F. Harvey Company, ethical 
drug manufacturers, has announced 
the election of Benjamin Schneider 
as president. He will continue as 
president of the Purdue Frederick 
Company, a position he has held 
since 1954. 


Scripts for a new public service radio series, 
“Highroad to Health,” are discussed by (I. to 
r.) Benjamin W. Carey, M.D., medical director, 
Lederle Laboratories; John Daly, television and 
radio personality and American Broadcasting 
Company vice p t for public affairs; and 
Gerald Dorman, M.D., co-chairman, physician‘s 
advisory committee on radio and television, 
American Medical Association. Each week the 
series will present a dramatization of a com- 
mon American health problem and a discus- 
sion of the problem by a guest physician. 


NEWS BRIEFS 


Warren Arm. 
strong—has been 
appointed man- 
ufacturers’ rep- 
resentative in 
the Midwest, 
Snowden-Pencer 
Corp. 

* * 
Robert H. Snyder, Ph.D. — vice- 
president, Searle Chemicals, Inc, 
will become general manager, in 
addition to his other duties. 

* * * 
J. Preston Hill—has been appointed 
clinical research coordinator in 
the southern states, J. B. Roerig 
and Co. He formerly held a sim- 
ilar position with Chas. Pfizer & 
Co.,. Inc. 


* * * 


Ludwig K. Bachmann, M.D.—has 
been appointed associate medical 
director, Mead Johnson Interna- 
tional. In his new position, he will 
be responsible for rendering medi- 
cal opinions and technical service 
on products in overseas markets. 
He was formerly medical director, 
Knoll Pharmaceutical Co. 


* * * 


Southern Acoustics Co.—has been 
appointed sales representative for 
the medical and industrial depart 


(Continued on page 122 
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of tubing 


STERILE 


ANIMAL TESTED 


Polyethylene Tubing — 


PE-205/836 

1.0...062" 
Tubing passes thrw 12 gauge 
needie [6 gauge needle fits into 
tubing. 


16 THE PACKAGE 
Stervity met guaranteed package 
broken 
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TRADE TOPICS continued 


ments of Industrial Acoustics Co., 

Inc., New York, handling a line 

of audiometric examination rooms, 

soundproof rooms, and special in- 
{ struments. 


Louis F. Rittelmeyer, Jr., M.D.— 
has been appointed associate medi- 
cal director, nutritional and pharm- 
aceutical division, Mead Johnson 
& Co. He was formerly associate 
professor of preventive medicine, 
University of Mississippi. 


Joseph P. Fox— 
has been elected 
a vice president, 
Ritter Com- 
pany, Ine. He 
has been treas- 
urer ol the com- 
pany since Jan- 
uary, 1959. 


Charles R. Martin — has been 
named representative, Detroit met- 
ropolitan territory, Johnson & 


MUSTS ‘or 


YOUR OPERATING ROOM 


LORENZO TYPE SCREW..... 


SMo 316 Stainless. Head portion 1/2’ 
stock. Available in 3”, 344", 342", 334", 4", 42", 434" and 5” 
lengths. For use in conjunction with OEC intertrochanteric Bone Plate No. 
158 . . . will accommodate hex bolt and lock washer combination, or hex 
bolt and reverse thread locking screw. No. 659A, up to 4”... ea. $13.00; 
No. 659B, 4%" to 5’... . ea. $14.00. 


ORDER THROUGH YOUR SURGICAL SUPPLY DEALER 


BOURBON, INDIANA 
SPLINTS - FRACTURE EQUIPMENT - SMe INTERNAL BONE APPLIANCES - BONE INSTRUMENTS 


Brown- Type 


DERMATOME 
BLADE 


No. 499 


List price $11 
for package of 
six blades. 


Precision Made * Superior Cutting * Longer Lasting 


High precision permits setting Dermatome to exact thickness of desired 
skin graft. Doctors report 50% more skin grafts obtainable from this 
superior-cutting, longer lasting blade. 


dia. stock; nail portion 38°’ dia. 


EQUIPMENT CO. 
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| 
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Johnson hospital division. He was 
formerly the firm's representative 
in Rocktord, Ill. 


Paul V. Newland, M.D. — has beey 
named director, medical research 
professional services, Eaton 
Laboratories. He formerly was ip. 
structor in medicine, University o| 
Rochester Medical School and on 
the staff of the Strong Memorial 
Rochester (N. Y.) Municipal Hos. 
pitals. 
* * * 


Philip L. Jones—has been named 
director, institutional department, 
food service) management, Man- 
ning’s, Inc. He will have charge 
of operations which presently pro- 
vide supervision of meal prepara 
tions at several west coast hospitals. 


* 


Thomas Ff. 
Graham — has 
been named 
clinical research 
coordinator for 
the northeastern 
U.S., by Bax. 
ter L.aborator- 
ies, Inc., Morton 
Grove, Ill. He 
has been a medi 
cal service representative for the 
firm since 1951. In the new posi- 
tion, Mr. Graham will establish 
contacts with clinicians investigat- 
ing the efficiency of new drugs. 


* 


Fred M. Joslyn 
— has been ap- 
pointed sales 
manager, medi- 
cal products di- 
vision, Schuele! 
& Co, New 
York. He _ was 
formerly in 
charge of the 
contract. 
sion. 


Tom Cusack—has been appointed 
district representative 0! S. Blick- 
man, Inc., Weehawken, \. J. 
Cusack will cover Maryland, Dis 
trict of Columbia, Virginia, and 
North Carolina, from headquar 
ters in Baltimore. 
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BUYER’S GUIDE Information 


BUYER'S GUIDE 


1. Thermostatic water mixer 
Food cutter 

Wraps 

Transfusion 


Wrist restraint 


Diplopia reader 

47. Washer and aspirator 
8, Acoustical tile 

9. Soap 

410. Clamp 

Multi-purpose rotator 
412, Door mat 

413. Spectometer computer 
414. All-purpose table 

45. Pitcher 

416. Pump 

417. Laboratory oven 

418. Ultrasonic cleaner 

419. Washer-dryer-burnisher 
40. Tensiometer 

421, Phosphorescent paint 
Folding caddy 
Sterilwrap paper 
Flooring 

Space-maker telephone 


Laundry formula 


&§& &@ & 8 8B 


Shampooer-vacuum 
Glass coils 


Skin cream 


& 8 8 


Drainage unit 


Safety cabinet 
Electronic thermometer 
Breathing apparatus 
Portable ineinerator 
Adjustable height table 
Swivel action frames 
Portable TV receiver 
Low flue collector boiler 
Ice cap-hot water bottle 
Control! cabinet 

Plastic surgical drape 


Infratube heaters 


Postage 


will 


Be Paid 


by 
Addressee 


Service 


FILMS, 
NEW LITERATURE 


450.  Medico-legal film 

Food service equipment 
Housekeeping film 

Fire sources 


452 

453 

454. Hygrometric catalog 
455 Specimen containers 
456 


Sleep equipment 
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WHEN A TIME-TESTED PRODUCT 


GETS A NEW, TIME-SAVING PACKAGE... 


RESULT... ease of application — while it’s still in the package, blade 
can be attached to knife handle 


RESULT... strong, sturdy package — puncture proof, moisture proof 
wrap withstands repeated handling and can be autoclaved 


RESULT... complete blade protection — maximum sharpness of these 


traditionally superior carbon steel blades assured 


Ask your dealer 


(BP) BARD-PARKER COMPANY, INC. 
BP DANBURY. CONNECTICUT 


A DIVISION OF BECTON, DICKINSON AND COMPANY 


BP RIB-BACK e IT’S SHARP are trademarks of BARD-PARKER 


B-P Sterile Blade Dispenser Rack 
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SINGLE PLUG-IN 


Y-TYPE 
PLUG-IN 


Distributed and available only in the 37 states East of the Rockies (except in the city of El Paso, Texas) through 
AMERICAN HOSPITAL SUPPLY CORPORATION, PARENTERAL PRODUCTS DIVISION, EVANSTON, ILL. 


RS58 RS-51 


RIES 


These new series sets for solution and blood bring needed 
flexibility to series hook-up procedures. With the RS58 


Blood Series Set, for example, administration can be a 
switched |from blood bottle to primary solution bottle 
( by simple venting )and then back again... without dis- of 
connecting any equipment. (The RS5I offers the same not 
back-and-forth flexibility with solutions.) Be | 

If blood under pressure is needed, it is available in seconds, ° : 


merely by squeezing the drip chamber of the RS58 — no 
special equipment need be added to the system. And the 
safety advantages of the Plexitron pressure-pump principle 
have been proved in more than two million transfusions. 


.. 


With administration systems, of course, it’s a matter of 


choice, and Plexitron offers all three. . . single plug-in, “Y” 


type, or these new, versatile series sets. 
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